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TO EVERY DOCTOR WHO 
USES ANY FORM OF IODINE 


Five Pertinent 
Questions 


1 When you apply Tr. lodi to an open wound 
to combat sepsis, do you anticipate any unde- 
sirable side-effects—such as intense irritation ? 

lodex combats sepsis, but if also soothes 
and thus hastens the reparative processes. 

2 Although you know the resolvent and decon- 
gestive action of iodine per se, would you 
apply Tr. lodi in hemorrhoidal conditions or 
would it be too crude? 

lodex is entirely bland even on mucous 
surfaces, and is regularly employed in ano- 
rectal lesions, with comfort to the patient, 
and completely satisfactory results. 

3 If you paint Tr. lodi on a swollen neck-gland 
—as iodine is here admittedly the most useful 
drug—do you always expect penetration or 
a gradual hardening and corroding of the skin? 

lodex penetrates to the deeper tissues, and 
it dees not harden, burn, or corrode the 
skin or in any way affect its vital qualities. 

4 Is the Tincture the most useful or most advisable 
form of iodine to carry in your Emergency Bag? 

lodex is more active and more penetrating 
than the Tincture, yet it is not contra- 
indicated on hypersensitive surfaces. 
Its sphere of usefulness, therefore, is 
immeasurably wider. 

5 Have you proved the virtue of lodex in simple 


goitre, pruritus ani, mammitis, ringworm, or 
other inflammatory conditions in which you 
would hesitate to apply the Tincture ? 


if not, we shall be pleased to send you 
samples of lodex fo prove its bland and 
effective character. 


THE IODINE WITH A WORLD-WIDE REPUTATION 


IODEX 


MENLEY & JAMES LTD., 
123, COLDHARBOUR LANE, LONDON, S.E.5. 











Miltk Intolerance 


Milk in various forms, both modified and 
unmodified, and the curd formations conse- 
quent upon contact with the gastric juices, 





Ditutep Mik — | part milk 
and 1 part water 





BotLev Mitk—The milk was momen- 
tarily brought to boiling point. 





‘Lactic Acip Mirk — 30 drops of 
lactic acid B.P. added per pint of 
milk. 


Acip MILK 


Lactic 
Lactic Acid B.P. added drop by drop 
until milk just begins to curdle. 


(Special) — 










CirratTep MI xk (Boiled)—1.5 grains of 
sodium citrate added to 1 fl. oz. of raw 
milk and the mixture brought tothe boil 


> 


Crrratep Mitk—1.5 grains of 
sodium citrate added to 1 fl. oz. of 
raw milk. 






MILK AND BARLEY WATE 
milk to 1 part Barley Water. 


Ditutep MILK — 
and 2 parts water. 


part 





we 3 ¥ . 
BENGER's Foon prepared by standard 
formula and self-digested for 5 mins. 






Mitk anp Cream — | part 
milk to 1 part cream. 






BeNGER’S Foon prepared by standard Bencer’s Foon prepared by standard 








| enzyme rennin rather than pepsin. 


formula and self-digested for 15 mins. formula and self-digested for 30 mins. 


An infant’s gastric juice contains the 








Here is shown the effect of rennet on 
Benger’s Food prepared by Formula 
1 and adjusted to pH 4.6. 


| This photograph shows the effect of 
rennet on Human Milk adjusted to 
pH 4.6. 


A short monograph on this subject has 
been published by Benger’s Food Ltd., 
Holmes Chapel, Cheshire, and is available 
to any member of the medical profession 
forwarding his or her card. 
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PULMONARY TUBERCULOSIS 
DIAGNOSIS AND SOME ASPECTS OF 
TREATMENT 


By F. G. CHanpier, M.A., M.D.Camb., F.R.C.P. 
PHYSICIAN TO ST. BARTHOLOMEW’S HOSPITAL, LONDON ; SENIOR 
PHYSICIAN TO THE LONDON CHEST HOSPITAL 
(Concluded from p. 1037) 


Ir the lesion, in spite of the measures already out- 
lined, does not heal; if-it increases; if cavitation 
develops or hemoptysis is uncontrolled ; if financial, 
social or political considerations make early mobilisa- 
tion essential ; if there is a conjunction of diseases, 
such as diabetes and tuberculosis : then other methods 
of treatment must be considered. These methods 
may be embraced in the unhappy term “ collapse 
therapy.’’ In spite of its obvious absurdity, it has 
become established by usage, and it is not easy to 
substitute another single word to convey the same 
conception. Gravesen has suggested ‘“ relaxation 
therapy,”’ and this expresses much better what we 
set out to achieve. Yet, when the lung is completely 
closed and rendered functionless by a well-planned 
thoracoplasty, the term ‘‘ relaxation’ is a euphem- 
ism. However, on the whole “ relaxation therapy ”’ 
is perhaps to be preferred to ‘‘ collapse therapy.”’ : 


ARTIFICIAL PNEUMOTHORAX 

The simplest form of relaxation therapy is 
artificial pneumothorax, one of the most ingenious 
and dramatically successful methods of treatment 
ever devised, though from other points of view one 
of the most unsurgical and “ groping in the dark ”’ 
procedures imaginable, in that one is searching for 
a potential space that may not exist. If one fails to 
find it, it is difficult to know for certain if there is no 
space or if one has failed technically. Moreover, the 
termination of the treatment is a matter of guess- 
work, and we are forced to play for safety. Never- 
theless, it is the treatment of choice and the most 
gentle surgical method that can be employed. 


I was greatly shaken by the experience of a distinguished 
expert, who, after making several attempts without finding 
a pleural space, finally cut down on to the parietal pleura 
after the original Brauer method, when he found a free 
pleural space and obtained a good pneumothorax with 
only one very wide adhesion, which he was subsequently 
able to divide. I think, however, that this is very rare. 
I make it my invariable practice, if I am unable to find a 
pleural space, to get a colleague to try later. 


The action of an artificial pneumothorax insome ways 
is obvious, in others not. In favourable cases it will 
close cavities, stop hemorrhage and probably prevent 
dissemination of the disease through the bronchi, the 
lymphatics and the blood-stream. But there is more 
in it than this. Large caseating or acute broncho- 
pneumonic areas will heal rapidly and completely. 
It is probable that the condition of the lung as a cul- 
ture medium is fundamentally altered, and that, in 
a ‘collapsed ’’ or airless state, it is mechanically 
and nutritionally unfavourable to the growth of the 
tubercle bacillus. Coryllos (1933) says that the tubercle 
bacillus is a strict aerobe, requiring large amounts of 
oxygen for continuation of life and growth: 

“It has been estimated that an equivalent weight of 
cultures of human tubercle bacilli consumes about three 
times more oxygen than the muscles of a dog at rest.” 

The effect of artificial pneumothorax in stopping 
hemoptysis, fever, cough, sputum and night sweats 
is sometimes almost instantaneous. It shortens the 
wearisome period of enforced inactivity ; it allows in 
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some cases a very early mobilisation ; it permits sea, 
sun and air baths. It is so well known and so 
universally employed that further comment is need- 
less. 

PLEURAL ADHESIONS 


From now onwards Ii shall be talking almost 
entirely about adhesions. I shall have to restrict 
myself to them. This perhaps is not disproportion- 
ate ; for, the moment we depart from purely medical 
treatment, the-problem of adhesions begins almost to 
dominate the subject. Time will not permit me to 
survey such important procedures as thoracoplasty or 
operations on the phrenic nerves, which are well 
established, and the value of which is critically and 
admirably assessed by Alexander (1937); nor can I 
discuss two less well-established but valuable pro- 
cedures—oleothorax and external drainage of large 
cavities. 

Sometimes adhesion between the two layers of the 
pleura is complete or almost so, making artificial 
pneumothorax impossible. Sometimes the lung is 
adherent over a wide area. More often the adherent 
areas are localised, and both layers of the pleura 
become drawn out, with the consequent formation 
of string, cord, wide band or columnar adhesions of 
various dimensions and complexity. Such adhesions 
develop in probably over 80 per cent. of cases treated 
by artificial pneumothorax, rendering treatment 
ineffective in at least half of them, These adhesions, 
developing, as they tend to do, over the affected part 
of the lung, may prevent relaxation just where it is 
most wanted and prevent firm healing and the closure 
of cavities; or, if the cavity is closed, there is a 
danger of its reopening when the pneumothorax is 
terminated. 

In many cases the adhesions may be divided or 
enucleated from the chest wall with the thoracoscope, 
originated by Jacobaeus. This has been called 
internal pneumolysis, meaning ‘lung freeing.’’ 
Which method is used—division a few millimetres or 
centimetres from the chest wall or enucleation from 
the chest wall itself—will depend entirely on the type 
of the adhesion. Some use electrocautery, others 
diathermy coagulation followed by electrocautery. 
Treatment by the diathermy current alone has been 
almost abandoned. 

This intervention is being increasingly used. A 
vast array of cases could be cited where a completely 
inefiective pneumothorax has been converted into 
an effective one; where large cavities held open 
by adhesions have closed completely and remained 
permanently healed. There are many patients who, 
before the division of the adhesions, had no hope of 
recovery, but after it, have recovered, have lost all 
symptoms, have become free from tubercle bacilli, 
and have been, so far as can be judged, permanently 
cured. Many cases have been watched more than 
ten years. Though the work has grown enormously 
in the last five or six years, it is probably still only in 
its infancy. ‘The procedure has greatly increased the 
scope of treatment by artificial pneumothorax, and 
has prevented the necessity for much major surgery 
of the chest. By the use of procaine, the operation 
can be rendered completely painless. 

As with any operation inside the chest, it cannot be 
said to be without risk. The operation demands the 
most careful technique, great patience and cautious 
judgment. Given these,the risksarefew. Neverthe- 
less, though few, they unfortunately include a 
complication which is one of the most serious and 
disheartening with which we have to deal in artificial 
pneumothorax—namely, the mixed empyema due 
to tubercle bacilli and pyogenic organisms. The 
adhesions may contain lung tissue, blood-vessels or 
tubercles, and perhaps infected lymphatics. The 
chief dangers therefore are hwmorrhage and em- 
pyema, the latter caused by cauterising through 
tubercles or by damage to the lung. Hemorrhage 
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can be prevented by the use of the coagulating 
diathermy current before cauterising. This, how- 
ever, adds to the complexity and expense of the 
apparatus required and may not be available in 
outlying centres; many expert workers use the 
cautery alone. With this technique, when bleeding 
does happen, coagulation is effected by cautery at 
dull-red heat. Some workers allow hemorrhage to 
occur and stop it afterwards. To my mind, however, 
there is no question of the value of working in an 
absolutely dry and bloodless field, and there are times 
when diathermy alone can stop a brisk ha#morrhage. 

Empyemas.—A pure tuberculous empyema is pro- 
bably caused by cutting through tubercles on the 
pleura or in the adhesion. This cannot altogether be 
prevented, for the tubercles are not always visible, or, 
if they are visible, it may be thought right to risk 
cauterising through them. Fortunately, this is the 
more favourable type of empyema and may often be 
left entirely alone or treated conservatively. This 
statement may appear unwarranted to many workers, 
but [| am accumulating evidence which I hope to 
publish later. 

It is another story altogether with the mixed 
empyema due to tubercle bacilli and pyogenic 
organisms, which is almost invariably caused by 
inadvertently cauterising the lung, by sloughing 
afterwards, by rupture of a thin-walled cavity, or by 
the tearing of the lung by a remaining cord adhesion 
which should have been divided. This mixed-infec- 
tion pyopneumothorax is, as I have already said, one 


of the most difficult problems we have to face in 
thoracic work. It is to avoid this serious complication 
that Maurer (1930) has emphasised the enucleation 


method. It is certainly better to enucleate an 
adhesion when there is no real necessity than to run 
the slightest risk of injuring the lung. Fortunately, 
the incidence of these complications can be kept down 
to very small figures. Thus, to take two series of 
cases that have been subjected to the most critical 
and minute analysis : 

Brock (1938a) reports 360 consecutive cauterisation 
operations, with 5 cases of tuberculous empyema and 5 
cases of mixed empyema. 

In my clinic, working in conjunction with Drs. E. H. 
Hudson and J. Smart, in a series of 539 consecutive cau- 
terisation operations, | have noted 7 tuberculous empye- 
mas, 8 mixed empyemas, and 1 empyema caused by 
Staphylococcus albus. Some of these, however, developed 
several months after operation. In this series hemothorax 
has occurred once only, though bleeding, easily controlled 
by diathermy, has occurred on several occasions, chiefly 
in the early cases of the series. 


Open operation for division of adhesions.—In 
dealing with adhesions it might seem more in 
accordance with surgical principles to open the chest, 
to separate the adhesions from the chest wall under 
ordinary vision, and to tie or to coagulate any bleed- 
ing-point. Curiously enough, though this has been 
attempted several times, it has proved a failure over 
and over again owing to the supervention of empyema. 
Why this should be so it is difficult to say. It is 
probably due to cutting into lung tissue owing to the 
fact that the adhesion has not been strictly enucleated 
when it should have been, or that a wide enough disk 
of parietal pleura has not been separated. Internal 
pneumolysis by thoracoscopic methods has proved 
infinitely safer. When, however, the adhesions are 
not amenable to thoracoscopic division, or when the 
attempt’ would be dangerous, the problem can be 
tackled by extrapleural pneumolysis. 

Extrapleural pneumolysis.—A portion of rib is 
resected at some convenient point and the parietal 
pleura carefully stripped and pushed from the chest 
wall from without inwards, as in the extrapleural 
pneumothorax described below. If the adhesions 


are localised, this will leave a disk of parietal pleura, 
to the centre of which the adhesions are attached. 
This disk can then be cut through peripherally, well 
away from the attached lung, and the lung, with the 
adhesions 


and disk of attached parietal pleura, 
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allowed to fall down into the pleural cavity. This 
method, moreover, is applicable not only when the 
adhesions are circumscribed to a definite area but also 
when the whole of the upper lobe is attached to the 
chest wall (figs. 3,4 and 5). Within its proper indica- 
tions it is of the greatest value. I have called this 
extrapleural pneumolysis. The affected portion of 
lung has not merely been pushed inwards but has also 
been freed from the chest wall. Unfortunately, there 
is a great confusion in the terminology. The word 
pneumolysis, or pneumonolysis, means lung freeing, 
and the word apicolysis should mean freeing of the 
apex. Apicolysis, however, has been used to include 
extrapleural stripping, the extrafascial strip of the 
Semb type, and plastic operations; and the word 
pneumonolysis is used by Alexander (1937) to mean 
the separation of the lung and pleura from the chest 
wall and the filling of the space thus created with 
paraffin, pedicled pectoral muscles, breast, masses of 
fat, gauze, rubber sheeting, inflatable rubber bag or 
other substance. This is called plombage in some 
countries. It is better that the term extrapleural 
pneumolysis should not embrace plastic operations or 
plombage. 

Time does not permit further reference to plombage. 
The subject is full of interest and promise, and the 
method, if successful, would save the patient the 
frequent and prolonged treatments needed in 
pneumothorax therapy; but, in spite of repeated 
attempts to perfect the method, it has never really 
established itself. Paraffin wax is the substance most 
commonly used. This may shift its position, irritate 
the surrounding tissues, or become extruded through 
a sinus. Tuffier made the first experiment in 1893. 
In 1910 he used fat as a filling substance. Be it noted 
that in his first attempt he employed no packing 
substance. Later he tried air, but without success. 

Extrapleural pneumothorax.—If the lung is com- 
pletely adherent; if it is adherent over a wide 
area ; if the adhesions are widespread and not amen- 
able to treatment by the procedures described—then 
extrapleural pneumothorax should be considered. 
In such cases, in the past, thoracoplasty has been 
advocated. Much as we admire the skill and 
ingenuity of the surgeons who have been the 
pioneers and improvers of the technique of thoraco- 
plasty, we cannot but regard it as a terrific and 
mutilating operation, one that offends the #sthetic 
sense and the craftsmanship of the surgeon. It may 
need several stages, and, worst of all, we cannot be 
certain of the issue. It may not achieve our aim, or 
there may develop an extension to the other side. 
Moreover, many patients dre unsuitable for this 
operation because of their condition, their age, or the 
involvement of both lungs. It will be realised that | 
am emphasising the objections. I would not have it 
thought that I intend an attack on thoracoplasty. 
There are many who owe their lives to this procedure. 
Nevertheless, physicians and surgeons alike have 
wished for some more gentle and less mutilating 
method. Great hopes, therefore, were placed in the 
recent revival of the extrapleural pneumothorax. 
This procedure involves a relatively small external 
incision, the resection of a portion of one rib—say the 
third, fourth or fifth rib posteriorly—and the careful 
and infinitely gentle stripping of the parietal pleura 
from the endothoracic fascia of the chest wall by the 
finger, a blunt instrument or gauze. By this means 
the whole of the upper lobe, or more if necessary, can 
be separated from the chest wall, and the resulting 
space filled with air, as in an ordinary pneumothorax. 

It may seem extraordinary that the air will remain in 
this position and not escape into the tissues, but such 
is the case. 

There are two types of this operation: type I, 
where there is no pleural space and no artificial 
pneumothorax (fig. 1); and type 11, where there is a 
partial artificial pneumothorax and the rest of the 
lung is adherent to the chest (fig. 3). In type I the 
extrapleural pneumothorax (fig. 2) is maintained 
by refills of air, as in an ordinary pneumothorax. In 
type 1 there are two possibilities: either the extra- 
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and intrapleural pneumothorax can be kept going as 
separate things (fig. 4); or the shelf of pleura that 
separates them can be divided, which, after Tudor 
Edward’s demonstration of its feasibility, has become 
the more common, if not the invariable, practice. 
This throws the two air spaces into one, making a 
single pneumothorax of the whole thing (fig. 5), which 
has the double advantage of giving far better collapse 
and of making only one air space to be refilled with 
air subsequently. There is a further advantage, in 
that it avoids the danger of the uncontrolled stripping 
of the pleura to be mentioned later. When the shelf 
between the intra- and extrapleural pneumothorax 
is divided, the procedure had perhaps best be called 
extrapleural pneumolysis. 

Though an extremely delicate operation and one 
necessitating great technical skill and judgment, and 





1 2 3 


Fic. 1—Right lung adherent to chest wall, making 
induction of artificial pneumothorax impossible. 

Fic. 2—Right upper lobe freed from chest wall extra- 
pleurally, making extrapleural pneumothorax. 

Fic. 3—Right upper lobe adherent to chest wall, with 
artificial pneumothorax below. 


though fraught with many dangers if the greatest care 
is not taken, extrapleural pneumolysis disturbs the 
patient little. There is no mutilation, and subsequent 
re-expansion of the lung can take place. The dangers 
of this measure, as with thoracoscopic internal pneu- 
molysis, are hemorrhage, damage to the lung and 
sepsis. There is also another danger in type I of this 
operation—namely, that bleeding or exudation of 
fluid into the extrapleural space may, by raising the 
pressure, cause further stripping of the parietal pleura 
from the chest wall. This would be of no serious 
consequence unless the lung or a blood-vessel were 
ruptured. Since such stripping is uncontrolled, the 
danger of such a rupture is obviously present. For 
this reason some surgeons insert a small drainage- 
tube. Such was the practice, for example, of Graf 
of Dresden, who, working since 1934, is largely 
responsible for the renewed interest in and 
enthusiasm for this method. There are objections 
to drainage, however, and probably the safest 
thing is to read the pressures often -and to 
correct any unduly high positive pressure and to 
remove fluid. 

Apparently, with our present knowledge, it is 
impossible to prevent a fluid exudate from appearing 
from time to time after any procedure on or near the 
pleura. The pleura is a mysterious membrane. At 
one time it can be cauterised and coagulated by 
diathermy extensively for an hour and a half and 
not a drop of fluid will be excreted. Another time 
the mere passage of an instrument through the pleura 
will provoke a sharp reaction and a large effusion. 
If serous fluid appears in an extrapleural pneu- 
mothorax, it must be replaced with air. If it is 
threatening to obliterate the space, this is an 
indication for the use of pure olive oil. Time does 
not permit further reference to this valuable but 
partly discredited method, which I have fully 
described elsewhere (Chandler 1938), except to 
emphasise that pure olive oil alone should be used 
without any addition of Gomenol, which serves no 
useful purpose but merely acts as an irritant, and that 


. 
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olive oil is preferable to paraffin oil. So far as I know, 
olive oil remains unchanged. I have seen it, after 
eight years, as clear as when it was introduced into the 
pleural cavity. 

At the present time there is a wavering of opinion 
concerning the value of the extrapleural pneumo- 
thorax. Perhaps unsuitable cases have been chosen 
or certain technical difficulties have not been 
appreciated. Too many complications have 
developed, and there is a danger that this most 
attractive method may fall into discredit. It will be 
most regrettable if this comparatively gentle method 
has to be abandoned. The chief complications, in 
my experience, are infection of the space or its 
obliteration by blood. Both should be preventable. 
I should like to have quoted the views of various 
surgeons and to have given some detailed figures, 


EXTRAPLEURAL 
PNEUMOTHORAX 
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UMOTHORAX 4 5 

Fic. 4—Extrapleural pneumothorax above and intrapleural 
pneumothorax below, separated by a shelf of pleura. 


Fic. 5—Extrapleural pneumothorax above and _ intra- 
pleural pneumothorax below have been made into a 
single cavity by division of the intervening shelf of 
pleura—now better called extrapleural pneumolysis. 


but time does not permit. Nineteen cases came under 
my care in 1937 and 1938, and the results were satis- 
factory. There was no mortality, but the incidence 
of complications was rather high. In another series 
of twenty-two in 1939, however, the results were most 
gratifying—eighteen did well and lost their tubercle 
bacilli up to January, 1940, and had no serious 
complications. Again there was no mortality. 
These figures are most satisfactory, but it is too early 
to assess the ultimate value of the procedure in these 
particular cases. Further analysis shows that extra- 
pleural pneumolysis is more satisfactory than a pure 
extrapleural pneumothorax. If, therefore, a partial 
inaffective pneumothorax exists this should not be 
terminated before sending the case for an opinion as 
to further operative procedures. 


ENVOIL 


To conclude, in my view the things of fundamental 
importance in diagnosis are the symptoms, bacterio- 
logical examination of the sputum or of the feces 
and radiography of the chest, and in treatment the 
most important factor is rest. The ideal of surgery 
should be to produce relaxation with the minimum 
of mutilation and disturbance of function, to limit 
this disturbance so far as possible and to aim at 
subsequent restoration of function. To this end the 
freeing or lysis operations, when they can be done, are 
theoretically better than the plastic. 
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AN increased amount of serum phosphatase has 
been recognised since the work of Kay (1930) as an 
accompaniment of many generalised diseases of bone, 
but the estimation of it has never become popular in 
localised diseases, such as osteogenic sarcoma, in 
spite of the fact that significant variations are often 
found in such conditions. 


Previous work on the subject has appeared almost 
entirely in American journals. Simmons and Fran- 
seen (1935) and Franseen, Simmons, and MacLean 
(1939) described its use in a large series of cases of 
various types of bone tumour and were impressed 
with its clinical value in differentiating tumours and 
in detecting the onset of metastases. Although 
raised values were not entirely confined to any one 
type of tumour, the highest figures were seen in 
osteogenic sarcoma, and a rough parallelism was 
traced between the amount of ossification (judged 
either by radiography or by the morbid anatomy of 
specimens removed at operation) and the level of the 
serum phosphatase. Unexpectedly high figures were 
often found to be due to the development of meta- 
stases. Similar opinions have been expressed by 
Gutman, Tyson, and Gutman (1936), Woodard, 
Twombly, and Coley (1936), Woodard and Higin- 
botham (1937), and Roe and Whitmore (1938). The 
conclusion of greatest theoretical interest which arises 
from these papers appears to be this relationship 
between the serum phosphatase and the formation of 
new bone, suggesting that the osteoblasts are prob- 
ably concerned with the secretion of the enzyme. 
We may anticipate our own conclusion by expressing 
agreement with this principle, the application of 
which appeared to afford a satisfactory explanation 
of our results. 

RESULTS 

The results presented here were obtained by 
performing serial estimations of serum phosphatase 
by the 
method 
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treatment by radium bomb and X-ray therapy at the 
Westminster Hospital Annexe. 

Osteogenic sarcoma.—The accompanying table shows 
that raised values were found in 11 out of 12 cases of 
osteogenic sarcoma. The highest reading (260 units) 
is believed to be the highest value for serum phos- 
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phatase yet published; it was in a patient with a 
large sarcoma of the humerus and much formation of 
new bone. Throughout this series the level of the 
serum phosphatase was roughly related to the amount 
of new bone formed, as judged by the radiogram. 
The only patient (No. 12 in the table) with a normal 
value had a purely osteolytic tumour of the scapula. 

Osteoclastoma.—Raised values were found in 3 out 
of the 5 cases. The two patients who gave normal 
values had been given radiotherapy before the blood 
was taken; hence the values may not have been 
maximal at the time of estimation. In this group 
the relation of the phosphatase level to the degree of 
calcification shown in the radiogram was less close. 

Ewing’s tumour.—aAll 3 cases showed values near 
the upper normal limit, which is in accordance with 
the ineffective nature of the repair in this condition. 

Metastases in bone.—Raised values were found in 
6 of the 8 cases. The two normal readings were from 
cases of carcinoma of breast and submaxillary gland 
tumour, and in both of them the metastases appeared 
in the radiogram to be purely osteolytic. 

Effects of radiotherapy.—Fig. 1 shows the typical 
effects of radiotherapy on osteogenic sarcoma. A fall 
in serum phosphatase was produced, but normal 
limits were not regained, suggesting either that the 
malignant osteo- 
blasts had not all 
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Fig. 2 shows a Fig, 2—Serum phosphatase in osteo- 
similar case of genic sarcoma of femur (case 6). 
osteogenic sar- 
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normal values were regained for a time ; a rise then 
took place which was associated with further extension 
in the tumour no longer adequately controlled by 
radiation. Fig. 3 shows a case of osteoclastoma in 
which the initial normal values rose above normal 
during the course of treatment, which was clinically 
satisfactory. We interpret this as indicating repair 
by normal osteoblasts after the osteoclastic tumour 
cells had been destroyed. <A detailed account of this 
case has been given by Nissen (1939). 

Detection of metastases.—An attempt was made to 
determine the usefulness of the test in detecting the 
presence of clinically latent secondary deposits in 
bone. For this purpose 17 cases of carcinoma of the 
breast and 2 of prostatic carcinoma were selected 
at random from the wards. The breast cases showed 
readings ranging from 3 to 11 units and the prostate 
cases readings of 18 and 89 units. On the strength 
of the high reading in one prostate case a radiogram 
was taken, which revealed in the pelvic bones multiple 
metastases which had not been suspected. 


DISCUSSION 

The results as a whole appear to fit in well with the 
hypothesis that the increased amount of serum phos- 
phatase in cases of bone tumour reflects the level of 
osteoblastic activity. This generalstatement assumes 
the exclusion of hepatic dysfunction and of the rise 
of phosphatase which takes place in toxic or obstruc- 
tive jaundice or occasionally with multiple hepatic 
metastases. It follows that the significance of the 
results is quite different in osteogenic sarcoma, where 
the rise is probably due to secretion of the enzyme by 
the malignant osteoblasts, and in all other tumours, 
where any rise is presumably due to repair or 
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0 any persistent rise of phos- 
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cates metastases. 

(2) In osteoclastoma and in Ewing’s tumour the 
estimation merely reflects the attempts at repair, which 
are known to be present, and is not of any particular 
value. ‘ 

(3) In secondary deposits in bone it is obviously useful 
to be able to detect clinically latent metastases, and our 
short series of cases suggests that this can be done in 
prostatic carcinoma. In this condition the estimation of 
serum phosphatase therefore appears to be a useful routine 
test, which might well be done before any radical operation 
is attempted. We may notice here a paper by Gutman 
and Gutman (1938), who describe an increase in both the 
acid and the alkaline phosphatase! in the blood in cases 
of ‘* metastasising prostatic carcinoma.” It appears from 
their paper that neither of these two phosphatases was 
increased unless definite bony metastases were present. 
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Serum 
Basis of | phos- 
diagnosis) phataset 

(highest) 


Case Sex Age Diagnosis 


Osteogenic sarcoma of Units 


1\F 15 humerus Clinical 260 
2 on 18 femur 9» 87 
3 M 16 ” ” 87 
4iF 64 ilium os 54 
5 M 14 tibia os 51 
6 o 17 femur 99 35 
7 3 27 frontal bone Autopsy 24 
8|M 18 ilium Clinical 20 
9 oe 14 femur 99 19 
10 nA 19 tibia Biopsy 16 
11 | F 41 humerus °° 14 
12 2° 73 scapula Clinical 12 


Osteoclastoma of— 


13 M 8 mandible Biopsy 53 
14 os x humerus Clinical 27 
15 F | 36 ischium Biopsy 21 
16 ~* 46 sacrum % 7 
17 os 44 ilium Clinical 6 
Ewing’s tumour of— 

M 14 tibia Autopsy 19 

9 ' F 14 orbit Biopsy 10 

20 M 20 jaw Autopsy 13 
21 M | 67 Carcinoma of prostate* Clinical 89 
22 F 56 oii » breast* a 58 
23 as 29 a. »» parotid* » 26 
24M 63 Hypernephroma* 90 20 
25 | ¥F 62 Carcinoma of vulva* i 20 
26 | M | 62 9 »» tonsil* - 20 
27 ee 44 Submaxillary tumour* ” 8 
2 F 66 Carcinoma of breast* 99 7 


* Metastases in bone. t Normal 3-13 units. 


SUMMARY 


(1) The serum phosphatase in 28 cases of bone 
tumour is recorded. 

(2) The results support the hypothesis that the 
level of the enzyme in the blood-serum reflects the 
degree of osteoblastic activity in the bones, assuming 
that the possibility of gross hepatic damage has been 
excluded. 


1. The phosphatase with which this paper is concerned is the 
alkaline phosphatase, 
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(3) The estimation appears to be of some value in 
following the treatment of osteogenic sarcoma and in 
detecting the onset of metastases in this condition. 

(4) The test can sometimes detect the presence in 
bone of latent metastases from other organs—e.g., 
prostatic carcinoma—and the test is suggested as a 
useful routine in this condition. 


We thank the British Empire Cancer Campaign for 
financial assistance to one of us (N. F. M.) and Dr. R. J. V. 
Pulvertaft for the histological data and much helpful 
advice. 
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A WOMAN aged 47, who was born in London and 
had lived there most of her life, arrived in South 
Australia on a holiday two months before her present 
illness. She was first seen by one of us (C. F.) on 
Sept. 26,1939. Hertemperature was 104° F., respira- 
tion-rate 26, and pulse-rate 100. The systolic blood- 
pressure was 220 and the diastolic 120 mm. Hg. The 
usual signs of bronchopneumonia were present. 
Nothing else abnormal was found. She had had an 
attack of tonsillitis before leaving England and 
insomnia since then. She was well-nourished and 
described herself as a vegetarian, though milk and 
eggs were included in her diet. The accompanying 
figure shows the course of the disease. Two days 
after the onset of bronchopneumonia treatment with 
M. & B. 693 was begun, 11 g. being given in four days. 
The temperature became normal, and the drug was 
discontinued. Three days later the patient com- 
plained of pain in the right loin, and the temperature 
began to rise. Pyuria was found, and a second 
course of 11 g. of the drug in five days was given. 

The day after the treatment ended the patient 
complained of a stinging sensation in the nose, itching 
of the eyes, and some catarrhal symptoms. It was 
thought that she might be sensitive to unaccustomed 
pollens, and flowers were removed from the room. 
Next day she developed conjunctivitis, a wheezing 
sound on inspiration, a slight sore-throat, and a 
morbilliform rash, which was most noticeable on the 
forearms, though it was present on the legs and to a 
lesser degree on the trunk and face. It spread rapidly 
and in forty-eight hours looked blotchy and purpuric, 
and the face became slightly cyanotic. The throat 
at this time, Oct. 13, two days after the appearance 
of the rash, became covered with a white membrane, 
which, within twenty-four hours, lined the whole 
mouth. The lips became cracked, and blood oozed 
from the mucous surfaces. A culture grown from a 
mouth-and-throat swab showed no pathogenic organ- 
isms, and a blood-culture was sterile. There was 
a leucocytosis of 13,000, with no reduction in the 
granulocytes, and the h#moglobin was 90 per cent. 
(Sahli). On Oct. 15 the leucocytes fell to 5000 per 
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c.mm. and two days later to 3500. On this day the per- 
centage of granulocytes was 77, lymphocytes 17, and 
monocytes 6. Sodium pentnucleotide 150 c.cm. and 
a blood-transfusion were given during this time of 
increasing leucopenia. 

During the first fortnight of toxic symptoms—i.e., 
from Oct. 12, the seventeenth day of her illness—the 
state of the patient was deplorable. The eye symp- 
toms (see below) became much worse. The edges of 
the lids were constantly glued together by exudate, 
and the patient was haunted by the fear of blindness. 
Swallowing became very difficult, and she could only 
take fluids. Cough was distressing and came on in 
paroxysms accompanied by stridor and expectoration 
of membranous shreds. The vagina and vulva were 
covered with exudate and white plaques which, on 
separating, left raw, ulcerated and bleeding surfaces. 
Micturition became painful, and the skin, rash was 
irritable. On Oct. 26 improvement in the clinical 
condition was evident. Though the temperature was 
still high, the leucocytes were approximately 10,000 
per c.mm. and the granulocytes 67 per cent. The 
mucos# had begun to look more healthy. The cough 
was not so troublesome and expectoration was less. 
Swallowing was less painful and semi-solids could be 
taken. Exfoliation of the skin had begun. On 
the 27th she developed a pulmonary infarct, with 
signs at the base of her left lung. In spite of this, 
local and general improvement continued until Nov. 4, 
the fortieth day of illness and a month since the onset 
of toxic symptoms. On this day she developed a 
second pulmonary infarct, with severe pain in her left 
side and a large area of dullness at the base of the left 
lung. The pain was severe for four days, but in spite 
of this her general condition rapidly improved. The 
eyes showed conjunctival adhesions, the skin was still 
desquamating, the mucosz of the mouth and throat 
were slightly reddened and glazed. The cough had 
disappeared. The patient left hospital on Nov. 16, 
the fifty-second day of her illness, feeling compara- 
tively well and complaining only of photophobia. 

The following account of the eyes was kindly written 
by Dr. Brian Moore : 

I first saw this case on Oct. 12, 1939, at Dr. Fin- 
layson’s request. The eye condition on this occasion 
gave no clue as to what was to come. There was a 
mild conjunctivitis, with no evidence of iritis or a 
corneal lesion. I saw the patient again five days 
later, when the eyes had become much worse, present- 
ing a most extraordinary picture. The eyelids were 
sealed together along their entire margins by a mem- 
brane. An attempt to separate the lids stretched this 
membrane, which appeared translucent but showed 
no signs of breaking. It ended externally in an abrupt 
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shelf about 1 mm. thick at the mucocutaneous line. 
| could free this gently with forceps and strip it off. 
The consistence was such that it separated almost in 
one piece, with practically no bleeding. When the 
eyes could be opened after this operation, the cornea 
was found to be intact. The bulbar conjunctiva was 
slightly injected, the palpebral more so. The con- 
junctival surface appeared generally sticky, but there 
was no real discharge. The margins were kept 
lubricated and were separated daily. 

The lids became very tender, and, though the 
patient codperated in every way, she resented handling 
and feared for her sight. During the next week 
bands of adhesions formed between the bulbar and 
palpebral conjunctives. Arising deep in the fornix 
they occasionally extended forwards almost to the lid 
margin. Some of these adhesions were so dense that 
they had to be divided with scissors. This proved a 
satisfactory method of treatment, for they did not 
recur. During this period small pustules, sur- 
rounded by some inflammation, appeared on the lids 
and added to the general discomfort. On Oct. 26, a 
fortnight from the onset of the eye symptoms, a 
further complication took place: an ulcer appeared 
on the right cornea just below the centre. Atropine 
was used, and the ulcer healed quickly. 

As the patient’s general condition improved, the 
‘membrane ’’’ became easier to deal with and 
eventually ceased re-forming. For about ten days 
one had constantly to remove plaques which would 
otherwise have coalesced and gummed the lids 
together again. During this time an intense photo- 
phobia was present and persisted to some extent 
throughout the illness. At the end of three weeks the 
eyes, apart from a tendency to stickiness, were prac- 
tically normal, although two conjunctival bands in 
each eye were made visible by pulling the lower lids 
strongly away from the eye. They showed as thin 
perpendicular folds. 

I saw her again on Feb. 29, 1940, about four and 
a half months after her original illness. Her eyes 
were comfortable except for a tendency to stickiness. 
I found the thin conjunctival bands much as before. 
They had not increased in size and caused no limita- 
tion of movement of the eyes or loss of mobility of 
the lids. 

I have never encountered the condition before or 
seen it reported. At one time during the attack there 
was an extraordinary resemblance to a case of pem- 
phigus of the conjunctiva. One felt doubtful at times 
whether the persistent battle to free the lids of 
the membranous exudate was judicious. It was 
extremely tedious for the patient, who had so many 
other disabilities. However, in view of the result, 
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I think it must have been justified. One would infer 
from the behaviour of the conjunctiva that sym- 
blepheron of considerable magnitude would have 
ensued without persistent treatment. 


Our thanks are due to Dr. C. T. Champion de Crespigny 
for his advice as a consultant and to Sir Stanton Hicks for 
his help in augmenting the supply of sodium pentnucleo- 
tide. 


ERYTHROBLASTAMIA 


AND ITS VALUE IN THE DIAGNOSIS OF NEOPLASTIC 
INFILTRATION OF BONE-MARROW 


By F. Parkes Weser, M.D. Camb., F.R.C.P. 


SENIOR PHYSICIAN TO THE GERMAN HOSPITAL, LONDON 


ERYTHROBLASTEMIA is present when ordinary 
blood-counts show nucleated red cells in the circulat- 
ing blood. I say ordinary blood-counts because 
occasionally, by extraordinarily long searching, pro- 
bably especially after unaccustomed severe muscular 
exercise, one or two nucleated red cells may be found 
in the circulating blood of normal adults. Erythro- 
blastzmia includes all primary or secondary leuco- 
erythroblastic anemia—i.e., all cases in which the 
blood-picture shows anemia and immature red cells 
(erythroblasts) and immature white cells (myelocytes). 
Erythroblastemia may also occur without leuco- 
erythroblastic anzmia. 


ETIOLOGY 


The blood of newborn, especially of premature, 
infants usually contains a moderate number of 
nucleated red cells during the first week of extra- 
uterine life. Many nucleated red cells are likely to 
be present in the blood of newborn infants with 
inherited syphilis—a manifestation of the infantile 
hemopoietic reaction towards the infection. Various 
other infections and toxic conditions in children are 
associated with reactive or regenerative erythro- 
blastzmia. Among these one must especially 
remember Von Jaksch’s anemia (pseudoleukzemia or 
infantile type of splenic anemia). Erythroblastemia 
is a feature of foetal erythroblastosis (including icterus 
gravis neonatorum and congenital universal anasarca ) 
and Cooley’s erythroblastic anewmia, a rare familial 
developmental abnormality mainly observed in 
families of Italian or Mediterranean origin settled in 
America. 

Nucleated red cells may sometimes, but not always, 
be found in the blood when there is excessive 
erythropoiesis, whether primary—i.e., of unknown or 
of uncertain causation—or secondary—i.e., reactive, 
to compensate either for insufficient oxygenation of the 
red blood-cells or for some known kind of anemia. 
The excessive erythropoiesis is primary or of unknown 
causation in erythremia or primary polycythemia, 
mostly with definite splenomegaly, of the Vaquez-Osler 
type and in acute erythraemic myelosis of infants, the 
extremely rare and fatal condition described by 
Guglielmo, which by description seems as if it might be 
a very acute erythroblastemic variety of myeloid 
leukemia in infants. In reactive compensatory poly- 
cythemia due to insufficient oxygenation of the red 
blood-cells erythroblasteemia is rarely found. Such 
polycythemia includes the polycythemia of high alti- 
tudes; the compensatory polycythemia in some 
congenital cardiac malformations and occasionally in 
acquired chronic valvular disease ; and the polycythe- 
mia connected with various types of pulmonary 
obstruction to the circulation of blood through the 
lungs. Ansmia leading to regene ative compensatory 
erythropoiesis sometimes associated with erythro- 
blasteemia includes anemia due to hemorrhage and 
pernicious (Addisonian) anemia and other types of 
infective, toxic, or metabolic anzemia. 
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There is no erythroblastemia in non-regenerative 
(aplastic) anzemias, but in some cases of *‘ clinical ’’ aplastic 
anemia the fact that there are no nucleated red cells or 
other signs of active compensatory hemopoiesis in the 
circulating blood does not prove that erythropoiesis is not 
going on in the bone-marrow; it proves only that red 
cells are not entering the circulating blood from the bone- 
marrow. The diagnosis in such cases nowadays may be 
greatly aided by sternal puncture. 


Among the rarer aneemias of uncertain origin in which 
occasionally during the rapid regenerative period 
there may be erythroblastemia is the acute hzemolytic 
anemia of Lederer. Nucleated red cells, notably 
megaloblasts, may constitute a striking feature of the 
blood during regenerative ‘* blood-crises’’ in true 
pernicious (Addisonian) anwmia. The severe exa- 
cerbations in familial hemolytic (acholuric) jaundice 
and even in the much rarer puzzling cases of supposed 
acquired hemolytic jaundice may be accompanied by 
erythroblastzmia. 

Erythroblastemia or, as Janet Vaughan and others 
call it, leuco-erythroblastic anwmia often accompanies 
secondary neoplastic infiltration of the bone-marrow. 
It is hard to be sure whether this erythroblastemia 
is part of an attempted erythropoiesis to compensate 
for destruction of the bone-marrow by the new 
growth, or whether it is to be regarded (at least 
in part) as due to some other kind of excitation of 
the erythroblastic elements in the bone-marrow by 
direct contact with the infiltrating neoplastic cells. 
These two causes probably work together in various 
proportions in different cases. Billings and Capps 
(1903) mentioned a case of neoplastic infiltration of 
the bone-marrow in which the blood-count showed 
over 90,000 nucleated red cells per c.mm. of blood ; 
but the number may be much higher. The neoplastic 
infiltration is nearly always secondary to carcinoma. 
I do not think that any erythroblastzemia has been 
found in most cases of primary tumours of the bones 
(sarcomata) or of the bone-marrow, but nucleated 
red cells have been mentioned in blood-counts in 
myelomatosis (multiple myeloma). 

It is not clear why in some cases of secondary 
neoplastic infiltration of the bone-marrow new bone is 
formed instead of bone being absorbed. Such 
osteoplastic results are relatively rare ; the patients 
are mostly men with prostatic carcinoma, and the 
prostate need not be enlarged. Apparently in such 
cases the prostatic carcinoma pours into the blood- 
stream millions of carcinoma cells, which are held up 
mostly in the bones and bone-marrow, the innumer- 
able metastases each consisting generally of only a 
few cells. Obviously the cancer cells must also be 
varried in large numbers to other tissues, where 
apparently they atrophy. Perhaps this may explain 
some of the rheumatic-like pains and general malaise 
of which the patients complain besides their more 
definite bone pains. 


An example of the predilection of metastases for certain 
sites is the well-known predilection of metastases from 
suprarenal neuroblastoma in children (the Robert Hutchi- 
son type) for the orbits and skull. The experimental 
work of Takahashi (1915-16) and others, who injected 
intravenously carcinomatous or sarcomatous material, 
showed that a large proportion of the injected neoplastic 
cells disappeared after undergoing vacuolation, surrounded 
by leucocytes. . Although the capillaries of the lungs 
formed a fairly efficient filter, some tumour cells passed 
through the lungs and produced metastatic tumours in 
various parts of the body, showing a predilection for 
certain sites. 


The osteoplastic change increases not only the 
weight but also the thickness of the affected bones 
(prepared as museum specimens). I have called such 
bones the ‘‘ secondary marble bones ’’ (Weber 1935) 
in contrast with the rare developmental (mostly con- 
genital) ‘‘ primary marble bones ’’ of Albers-Schén- 
berg. Ina case of the kind that I described in 1929 
the osteoplastic change in the bones (specimens of 
which are in the museum of the Royal College of 
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Surgeons) was typical; but, the prostate not being 
enlarged, the diagnosis was not made at first, even 
after necropsy. In this patient’s circulating blood 
the counts showed 622-—-121,856 nucleated red cells 
perc.mm. The spleen was somewhat enlarged and 
not soft, weighing 350 g. It is probably generally 
enlarged in such cases, but whether there is ever a 
myeloid (hamopoietic) change in the spleen, as there is 
apparently in some of the cases of the Albers-Schén- 
berg type, | do not know. In such cases the total 
leucocyte count is increased ; in the above-mentioned 
case it was 15,200-51,200 per c.mm. According to 
Naegeli (1923), the changes due to neoplastic invasion 
of the bone-marrow include great increase in the 
leucocyte count, often with the presence of immature 
cells ; and persistent presence of nucleated red cells, 
the normoblasts being more numerous than the 
macroblasts, which always show much polychromasia. 
As regards differential diagnosis by the bloéd-picture 
from pernicious anzsmia, it must be remembered that 
the colour-index may sometimes be up to at least 1 in 
neoplastic cases. 

In some cases of primary developmental ‘‘ marble 
bones ’’ (Albers-Schonberg type) there is a leuco- 
erythroblastic anamia, but it does not seem to be 
proved that this and the accompanying splenomegaly 
are evidence of a hesmopoiesis to compensate for the 
diminution in the total amount of bone-marrow. 
A rare leuco-erythroblastic ansmia, associated with 
splenomegaly and often with a sclerosis of the 
bone-marrow, has been discussed by McMichael and 
McNee (1936) and others and called by Hickling (1937) 
** chronic non-leuceemic myelosis.’’ The difficulty in 
understanding the pathology of these cases is increased 
by the fact that cases of true leukw#mia have been 
observed in which a sclerosis of the bone-marrow was 
found at necropsy. Erythroblastaamia may be found 
in all kinds of leukw#mia, both in myelosis, including 
erythroleukwmic cases, and in lymphadenosis and even 
in aleukamic and leucopenic forms. In myelosis and 
erythroleukemic cases the erythroblastemia may be 
regarded as part of the primary disorder of hemopoiesis, 
but inlym phadenosis (lymphatic leukzemia)the terminal 
erythroblastzmia may perhaps be due to a compensa- 
tory activity in the remaining erythropoietic marrow 
when much has been destroyed by the lymphoid 
infiltration. 


NEOPLASTIC INFILTRATION OF BONE-MARROW 

Erythroblastzemia is of value-in the diagnosis of 
cases in which radiograms show a symmetrical 
uniform osteosclerosis in the pelvis. In such cases the 
question may arise whether the sclerosis, in spite of its 
being diffuse and uniform without any obvious localised 
foci, is due to secondary neoplastic infiltration or is an 
example of what by some has been called osteitis 
condensans ilii. Garré’s ‘ sclerosing osteitis ’’ seems 
to be a chronic low-grade infection of the lymphatics 
of the bones and persists in spite of deep X-ray treat- 
ment. In Barsony and Polgar’s cases (1928) of osteitis 
condensans ilii the sclerosis was not always strictly 
confined to the ilium ; in their type of case the course 
seems to be benign and, apart from sacral and radiating 
pains, clinical signs (except radiological) are absent. 
Rendich and Shapiro (1936) think that nothing certain 
is known about the true nature of this condition, 
known to radiologists as osteitis condensans ilii. 
Shafer (1938) suggests that there are many causes, 
including the action of fluorides, phosphorus in small 
doses (large doses have the re verse effect ), and lead. 


CASE-RECORD 


\ man, aged 53, was readmitted to hospital on May 30, 


1939, after having had, in February, 1937, a resection of 


the pyloric region of the stomach for carcinoma, the 
diagnosis being confirmed by microscopy. On readmission 
in 1939 he complained of pains like sciatica on the left 
side, together with other pains, of about two months’ 
duration. In the hospital he rapidly lost ground, and 
lower back pains were severe. 

The radiograms of the skeleton showed a sclerosis of the 
pelvis such as I have already described. A great authority 





on abnormal conditions of bones, who kindly examined the 
radiograms, thought that the density was too uniform 
for neoplastic metastases. Moreover, diffuse uniform 
secondary infiltration of bones from gastric carcinoma must 
be rare. A blood-count on June 18, 1939, gave the follow- 
ing results : 


Red cells .. .. 2,800,000 Polymorphs .. -. 84% 
White cells a 19,000 Lymphocytes os 9% 
Hemoglobin a 44% Monocytes 7“ vi 5% 
Colour-index = 0'8 Eosinophils .. - 1% 

Myelocytes .. bs 1% 


Some basopilic punctation of erythrocytes was noted, and 
there were many megalocytes and decided polychromasia. 
Four nucleated red cells (normoblasts) were seen in 
counting 100 leucocytes—i.e., there were 760 nucleated 
red cells per c.mm. This leuco-erythroblastic anzmia 
suggested that the radiographic appearance of the pelvis 
was due to metastatic carcinomatous infiltration, which 
was indeed found at necropsy a week later. 

No recurrent carcinoma was found in the stomach, but 
there were macroscopic metastases in the liver and various 
abdominal lymph-glands. There was sclerosis in both 
iliac bones, one rib, and some vertebral bodies, and in the 
left ilium there was a soft metastatic deposit, which 
microscopy proved to be carcinomatous. Microscopy of a 
metastasis in the liver showed adenocarcinoma, and there 
could be no doubt that the whole condition was secondary 
to the original gastric carcinoma. 





For help in the examination of this case I thank my 

then house-physician, Dr. H. Huber. 
REFERENCES 

Barsony, T. and Polgar, F. (1928) Fortschr. Geb. Réntgen. 37, 663. 
Billings, F. and Capps, J. A. (1903) Amer. J. med. Sci. 126, 375. 
Hickling, R. A. (1937) Quart. J. Med. 6, 253. 
McMichael, J. and McNee, J. W. (1936) Edinb. med. J. 43, 303. 
Naegeli, O. (1923) Blutkrankheiten, 4th ed., Berlin, p. 538. 
Rendich, R. A. and Shapiro, A. V. (1936) J. Bone Jt. Surg. 18, 

899. 
Shafar, J. (1938) Lancet, 2, 1229. 
Takahashi, M. (1915-16) J. Path. Bact. 20, 1. 
Weber, F. P. (1929) T'rans. med. Soc. Lond. 52, 99. 

(1935) Lancet, 1, 377. 


DECURVON: A PECTIN-INSULIN 
WITH PROTRACTED ACTION 
By B. Braun, Ph.D. Tiibingen 


(From the Veterinary Faculty of the State University 
at Utrecht) 





At the beginning of 1936 I set about discovering 
an insulin with protracted action and no depot effect. 
I sought especially to avoid a depét effect because in 
some cases the insulin is absorbed irregularly or 
stored longer than was intended. In such cases the 
sudden absorption of too much insulin at a time has 
sometimes led to hypoglycemia (Kepler 1938). 
Secondly, it seemed of great importance to exclude all 
albumin-containing substances from a preparation 
that patients have to take for years. Thirdly, I 
wished to avoid the addition of zinc, because it is 
difficult to estimate whether zinc, though taken in 
ever so small quantities, may not in the course of 
years lead to undesirable by-effects. As a matter of 
fact, symptoms have often been observed recently 
which may be caused by the zine of protamine-zine- 
insulin (Bollman cited by Kepler 1938). 

Since the discovery of insulin; many attempts have 
been made to obtain a protracted action of the insulin 
by adding substances to it that form a colloidal 
viscous solution. These experiments, which had 
more or less been abandoned, partly because the 
effect was not sufficiently pronounced, and partly 
because of certain disadvantages peculiar to the sub- 
stances used, have once more been taken up. I have 
confirmed that agar-agar, gum arabic, and gelatin 
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Average values of blood-sugar in rabbits after subcutaneous 
injections of insulin and other substances 

Fic. 1 — Contin- 

uous line, in- 





100 sulin 0-6 U. in 

----1 0-55 per cent. 
90 F a od 7] agar-agar; in- 
80+ “oe = FIG.1 7 terrupted line, 


insulin 0-6 U. 
(control). 

Fic. 2— Contin- 
uous line, insu- 
lin 0-6 U. in 16 
per cent. gum 
arabic neutra- 
lised with a 
decinormal 
solution of 
sodium hy- 
droxide; inter- 
rupted line, 
insulin 0-6 U. 
(control). 

Fic. 3— Contin- 
uous line, insu- 
lin 0-6 U. in 10 
per cent. gela- 
tin; interrupted 
line, insulin 0-6 
U. (control). 

Fic. 4 — Insulin 
0-6 U. in differ- 
ent strengths of 
pectin (pH 
about 3): (a) 
pectin 2-5 per 
cent. ; (b) pectin 

3-5 per cent. ; 
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are not suitable as an addition to insulin; nor did 
experiments with a modified concentration and a 
different pH improve the results (figs. 1 and 2). 
The administration of gelatin-insulin, which was 
highly effective in experiments on animals (fig. 3), 
proved impracticable in man, the injections being 
painful and the jelly having to be melted before every 
injection. However, among the soluble colloidal 
substances one proved suitable for addition to insulin : 
a highly purified pectin, consisting principally of ester 
of galacturonic acid. That injections of pectin are 
entirely innocuous and painless has been proved in 
thousands of cases treated with the styptic Sangostop. 
Experiments with various concentrations and with 
different pH showed that the best results could be 
obtained with solutions of 4-5 per cent. of pectin 
with a pH of 4-0-4-4. I have called these solutions 
Decurvon. 


EXPERIMENTS WITH DECURVON 


About 200 experiments were made on rabbits 
(cross-tests of two days) and 15 with healthy fasting 
human beings. 

Rabbits.—The rabbits were kept on a diet of oats, 
hay, and water and fasted for twenty-four hours 
before the experiment. The blood-sugar was deter- 
mined by the Hagedorn-Jensen method at intervals 
of three-quarters of an hour at first and later at 
intervals of two hours, when it was found that the 
decrease of blood-sugar brought about by decurvon 
sets in immediately after the injection, as it does 
when ordinary insulin is injected. The preliminary 
experiments (fig. 5) show clearly that the action of 
insulin does not increase proportionately with the 
increasing viscosity—i.e., the concentration of pectin. 
Of the acid solutions of pectin the one with 3-5 per 
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cent. of pectin shows the greatest improvement com- 
pared with the action of ordinary insulin, whereas a 
5 per cent. solution of pectin gives the poorest result. 
Fig. 5 shows the average blood-sugar values of 22 
animals, each of which had been injected with 1 unit 
of decurvon. Four hours after the injection of 
decurvon the blood-sugar value is still 19 per cent. 
below the blood-sugar level obtained after injection 
of ordinary insulin ; after six hours the difference is 
still 12 per cent., and eight hours after the injection 
of decurvon the blood-sugar level has not yet reached 
its original level. 

Man.—The effect on healthy fasting human beings 
is not completely parallel to the results obtained in 
the experiments on rabbits. In man absorption also 
sets in immediately, but it takes place at a much 
reduced pace (fig. 6). Whereas after injection of 
ordinary insulin the blood-sugar level has certainly 
reached its lowest point in an hour, after the injection of 
decurvon the blood-sugar curve drops for at least three 
hours and has not yet resumed its final upward trend 
after six to seven hours. No conclusion could there- 
fore be drawn from experiments on animals about the 
duration of the decrease in blood-sugar in man; it 
could only be assumed that the effect would not last 
twenty-four hours, an assumption which has since 
been verified by clinical expyriments showing that 
the action of decurvon on diabetics lasts twelve hours 
or 80, according to the dose. This also proves that 
cumulative action and consequent hypoglycemia 
are out of the question. 


EXPERIMENTS WITH ZINC-PECTIN-INSULIN 


Scott and Fisher (1935) having established the influ- 
ence of zine on protamine-insulin, the next step was to 
investigate zine-pectin-insulin. Although, in view 
of Scott and Fisher’s experience, we thought that the 
action of the zinc might be due to its power to 
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Fic. 5—Average values of blood-sugar in 22 experiments 
on rabbits treated by subcutaneous injection : con- 
tinuous line, decurvon 1 U. (containing about 4-5 per 
cent. of pectin, pH about 4-4); interrupted line, 
insulin 1 U. (control). 

Fic. 6—Average values of blood-sugar in several experi- 
ments on man: continuous line, decurvon 10 U. ; 
interrupted line, insulin 8 U. (control). 

Fic. 7—Average values of blood-sugar in 16 experiments 
on rabbits treated by subcutaneous injection: con- 
tinuous line, decurvon 1 U.; interrupted line, zinc- 
decurvon 1 U. 
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precipitate albumin, by which the absorption of the 
protamine-insulin mixture is delayed, we nevertheless 
made the necessary experiments and found that the 
addition of 1 mg. of zine sulphate to each 1000 U. of 
decurvon did not alter the blood-sugar curve from 
that produced by decurvon alone (fig. 7). We also 
gave intravenous injections of zince-pectin-insulin to 
rabbits and found that the blood-sugar decreased as 


quickly 


100 and to as 
low a level 
as with 


ordinary 
insulin. 
The pro- 
longation 
of the 
action was 
such as to 
be of little 
value. 
Theoreti- 
cally, how- 
ever, it 
was inter- 
esting to 
see that to 
all appear- 
ances — in 
contrast 
with all depot insulins, such as lecithin-insulin (Hage- 
dorn et al. 1936)—the blood-sugar curve differs, 
inasmuch as its lowest part does not form asharp angle, 
but the lowest value remains at the same level for 
about half an hour (fig. 8). Those experimental intra- 
venous injections were only possible because, in con- 
trast with all depot insulins, decurvon contains the 
insulin in soluble form, owing to its low pH. This 
also accounts for the fact, already mentioned above, 
that from the moment of its injection the insulin 
is at the disposal of the body, ready for absorption, 
whereas the insulin that is contained in the depét 
insulins that have a rather high pH has first to be 
dissolved by the tissue fluids to be brought into an ab- 
sorbable form. Therefore there is no need to combine 
decurvon with ordinary insulin, asis often recommended 
for protamine-insulin and protamine-zine-insulin 
when a patient, notwithstanding a reduced supply 
of carbohydrates, needs more insulin in the morning 
than is released from the depdét insulin. Owing to its 
composition decurvon can be given intravenously in 
diabetic coma just as well as ordinary insulin. 
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values of 
several experiments on rabbits treated by 


Fic. 8—Average blood-sugar in 


intravenous injection : continuous line, 
decurvon 0-8 U.; interrupted line, insulin 


0-8 U. (control). 


SUMMARY 


with decurvon 


Experiments are reported on. 
Decurvon is a pectin-insulin, containing neither 


albumin nor zine, in which the insulin—in contrast 
with depot insulin—is dissolved. Absorption of the 
insulin sets in immediately after the injection and is 
regular and prolonged. In rabbits four hours after 
the injection of 1 U. of decurvon the blood-sugar 
level is still 19 per cent. lower than it is after injection 
of 1 U. of ordinary insulin. In healthy fasting man 
the blood-sugar decreases for at least three hours after 
the injection of 10 U. of decurvon and does not begin 
to rise until after six hours. In contrast with depdt 
insulin decurvon can also be injected intravenously. 
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NUTRITIONAL DEFICIENCY OF 
VITAMIN K IN MAN* 


By Harotp ScarBporoueu, M.B. Edin. 


(From the Clinical Laboratories of the Royal Infirmary, 
Edinburgh) 

Since the original observations of Dam and Glavind 
(1938) several workers have established that the 
amount of prothrombin in the plasma may be dimin- 
ished in patients with obstructive jaundice, and that 
this deficiency is corrected by the administration of 
vitamin K with bile salts (Butt, Snell, and Osterberg 


1938, Brinkhous, Smith, and Warner 1938, LIlling- 
worth 1939). Decreased plasma-prothrombin levels 


which are restored by the administration of vitamin 
K have been found in hemorrhagic disease of newborn 
infants by Waddell and Guerry (1939) and by Dam, 
Tage-Hansen, and Plum (1939). As a result of this 
and other work it is now accepted that the prothrom- 
bin levels may be diminished in patients with jaun- 
dice, and that this decrease is an expression of a 
deficiency of vitamin K. 

These observations raise the question whether a 
spontaneous deficiency of vitamin K may arise in 
man as the result of a diet deficient in this material. 
Dam and his co-workers (1929, 1934, 1935), Almquist 
and Stokstad (1935), and others have established the 
existence of a hemorrhagic disease in chickens associ- 
ated with, and apparently due to, a diminution of 
plasma prothrombin as the result of a deficient diet 
and cured by the addition thereto of vitamin K. 
A low level of plasma prothrombin has been reported 
by Roderick (1931) and by Quick et al. (1935) and by 
Quick (1937) in association with the hzemorrhagic 
tendency which develops in cattle fed on spoiled 
sweet-clover hay, but. this is apparently not controlled 
by the administration of vitamin K. Murphy (1939) 
claims to have produced by dietary means in mice a 
condition characterised by prolonged bleeding-time 
and due to a deficiency of vitamin K. The first and 
only report of a deficiency of vitamin K in man as 
the result of a deficient diet was made by Kark 
and Lozner (1939), who found diminished levels of 
plasma prothrombin in 4 cases of clinical hypo- 
vitaminoses (3 cases of scurvy and 1 of pellagra). A 
preparation of vitamin K (Klotogen) given by mouth 
without bile salts restored the normal level of plasma 
prothrombin in all cases. The results of a more 
extensive investigation into the levels of plasma 
prothrombin in clinical hypovitaminoses are reported 
here and attention is drawn to an important point 
in the technique of the determination of the pro- 
thrombin time. 


METHODS 
All of the 18 cases investigated presented clear 
clinical evidence of deficiency of one or more vitamins. 
Further evidence in support of the diagnosis of such a 
deficiency was obtained by a study of the previous 
diets of the patients and by laboratory tests. None 
of the patients was jaundiced, and none showed clini- 
cal evidence of hepatic disease. 
Vitamin-A deficiency was demonstrated by Dr. C. P. 
Stewart by a dark-adaptation method. 
Vitamin-B, deficiency was determined by estima- 
tion of the vitamin in the blood by a modification of 
the Schopfer-Meiklejohn method similar to that 


OF INVESTIGATION 


* This work formed part of a study of nutritional deficiency 
diseases carried out during the tenure of a Beit Memorial 
Research Fellowship in 1939. 
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TABLE I—PROTHROMBIN INDEX IN 


— ; Alco- 

— . - Clinical Duration of a , 
Case) Sex | Age deficiency deficient diet Rl W.R. 

1 M 62 Scurvy 9 months No + 

2 2 37 o0 2 years os -ve 

ae | 58 - 3 op 29 o» 

4 M 65 o 3 °°” : 99 ” 

5 | M 54 ae 1 year Yes 9° 

6M 61 oi 5-6 years No mi 

7 M 55 99 2 9. or 99 

8 M 64 o 3 o” 99 ” 

9\M 69 ae 6 months Yes * 

10 M 71 es 3 years No - 

11 M 70 oe 6 months ee . 

12 F 54 1 year 

13M 56 Beriberi heart 4 weeks Yes - 

(Soma Weiss) 
14 F 43 Severe neuritis 6 months oe » 
and beriberi heart 
15 M 45 Beriberi heart 9 a No os 
16 M 47 os 9 Intermittent Yes oe 
2-3 years 
17. | Mj 26 Pellagra and 6 months No -ve 
scurvy 
18 | M 62 Pellagra 9 is = 


recently described by Sinclair (1939). The figures 
given in the table are, however, *‘ apparent values ” 
(Sinclair 1939) and are expressed as ug. of vitamin B, 
(including cocarboxylase) per 100 ml. of blood. A 
value of 7 or less is taken as abnormally low. 

Vitamin-C deficiency was determined by an ascorbic-+ 
acid saturation test. Under the conditions of this 
test a subject on a diet adequate in ascorbic acid 
becomes saturated (as defined by Johnson and Zilva) 
with a dose of 0-5g. or less of ascorbic acid. Intabler 
the total amount of ascorbic acid required to produce 
saturation is given as a measure of the degree of 
deficiency of ascorbic acid. 

Vitamin-P deficiency was determined by measure- 
ment of the capillary resistance (Scarborough 1939). 
It is not yet definitely established, however, that a low 
capillary resistance is to be interpreted as evidence of a 
deficiency of vitamin P. 

Vitamin-K deficiency was assessed in terms of the 
prothrombin time determined according to the ori- 
ginal method of Quick et al. (1935). The results are 
expressed as prothrombin indices in the manner 
described by Illingworth (1939). In the terms of this 
nomenclature the control time is expressed as a 
percentage of the unknown. For example, if the 
control tube clots in 25 see. and the unknown in 50 
sec., the prothrombin index is 50 per cent.; if the 
unknown clots in 75 sec., the index is 33 per cent. ; 
and so on. At least one control and in many cases 
two or even three were set up for each determination. 
With multiple controls the prothrombin index was 
expressed as a percentage of the mean of the controls, 
which never differed by more than 2 per cent. 


INTERPRETATION OF RESULTS 

The results of this investigation are presented in 
table 1. The period for which there was a history of 
dietary deficiency is indicated in column five. Since 
Kark and Lozner (1939) have raised the question of 
the possibility of a positive Wassermann reaction 
being associated with an increased prothrombin time, 
the result of this reaction has in all cases been shown. 

It is evident from table 1 that all the 18 cases 
examined were deficient in one or more vitamins. In 
spite of this the lowest prothrombin index in the series 
is 92 per cent. From this it is justifiable to conclude 
that a deficiency of vitamin K does not arise in man 





CLINICAL DEFICIENCY OF VITAMINS 


Vitamin B, 


Vitamin A (ug. per 100 


(dark-adap- 


Vitamin C | Vitamin K Vitamin P 
(saturation | (prothrom- | (capillary 


ae ml. of + tage ~ Mer ‘ 
tation) blood) test) bin index) resistance) 
£. per. cent. 
Deficient 2-0 -5-0 98 Not low 
3-5 5-0 100 Low 
Deficient 0-1-0 5-0 100 
— ? Trace 8-0 100 a 
Deficient 4-5 10-0 100 
‘ed 5-6 >5°0 95 oe 
- 5-6 70 98 Not low 
Deficient 1-0 11°5 100 Low 
a _ 8-5 100 ”» 
a 4-0 109 * 
- - 102 Not low 
Trace 5-0 95 Low 
Deficient Trace >4°5 100 Low 
~ None - 94 » 
detected 
2-5 3-0 100 ” 
2-0 -- 102 os 
—_— Trace -10 92 Low 
— 4-0 2-0 100 


in association with a deficiency of other vitamins. 
For comparison with the values given in table 1 the 
results published by Kark and Lozner have been 
calculated in terms of the prothrombin index and are 
given in table 11. 

It may be concluded from table m that a mild (?) 
deficiency of vitamin K is found in patients with 
deficiency diseases of nutritional origin. In two of 
the patients a second determination, made three 
days after the first, showed a significant increase 
in the prothrombin index. The particular value of 
the contribution of Kark and Lozner, however, is 
that they have shown that it is only when determina- 


TABLE II-—-PROTHROMBIN INDEX IN CASES REPORTED BY 
KARK AND LOZNER 


Prothrombin index 


Case Clinical deficiency 

May 23 May 26 
per cent. per cent. 

1 Scurvy 78 8: 

2 ye 66 8&3 

3 se 70 97 

4 Pellagra and subclinical 78 77 

scurvy 


tions are made on a series of dilutions of the unknown 
plasma with prothrombin-free normal plasma pre- 
pared according to the method of Lozner, Kark, and 
Taylor (1939) that pronounced differences in the 
levels of plasma prothrombin can be observed. Their 
results with the dilution technique appear to show that 
‘*there may be a dietary deficiency of vitamin K in 
man.” 
CONCLUSIONS 


The answer to the question, whether a spontaneous 
deficiency of vitamin K, as determined by a decreased 
plasma-prothrombin level, may arise in man in the 
absence of jaundice and as the result of a dietary 
deficiency of vitamin K, appears to depend on the 
method used for determining the prothrombin time. 
If the plasma prothrombin be determined by the 
method in general use (Quick et al. 1935), the 
answer is ‘“‘no” (18 times out of 18). If the defi- 
ciency be assessed by the dilution method described 
by Kark and Lozner, the answer is “yes” (4 
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times out of 4). Consequently, in view of the 
large and steadily increasing amount of work 
vitamin K it is important that the methods of deter- 
mining plasma prothrombin be reconsidered. Since 
there was a deficiency of several vitamins in all 22 
cases investigated (4 by Kark and Lozner and 18 by 
me), it is probable that the method of Kark and 
Lozner is superior to that in general use. 
The author is indebted to Miss E. B. Mackay for 
help in determining some of the prothrombin times 
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INFECTIVE MONONUCLEOSIS AND THE 
PAUL-BUNNELL TEST 


By H. P. 


PROFESSOR OF 


HimswortH, M.D. Lond., F.R.C.P. 
MEDICINE, UNIVERSITY COLLEGE HOSPITAL 


In 1932 Paul and Bunnell showed that the blood of 
patients with glandular fever contained antibodies for 


the red blood-cells of sheep. Their observation has 
since been confirmed beyond all dispute; so the 
negative reaction of a patient’s serum to the Paul- 


Bunnell test is practically considered to be adequate 
evidence for rejecting the diagnosis of infective mono- 
nucleosis (Bernstein 1940). In this connexion the 
following case is of interest. 


CASE-RECORD 


A man, aged 24, was admitted to University College 
Hospital on Dec. 5, 1938. He had begun to feel ill the 
previous evening and had had a disturbed night, waking 
several times drenched with sweat. On the morning of 
admission the throat became and a moderately 
severe frontal headache developed. 

On admission his temperature was 100° F. 
rate 90. The throat was slightly reddened, but there was 
no ulceration, membrane, or tonsillitis. Strings of discrete 
glands about the size of peas, of rubbery consistence, and 
somewhat tender were felt in both posterior triangles of 
the neck, in both axille, and in the left groin. The sub- 
mental and left epitrochlear glands were similarly enlarged. 
The tonsillar glands were more enlarged and very tender. 
The spleen was not felt. No other abnormal physical 
signs. 

Blood-count on admission : 
per white cells 1800 
polymorphs 44 per cent., lymphocytes 26 per cent., 
eosinophils 3 per cent., mast cells | per cent.). Because 
of the leucopenia the count of white cells was twice re- 
peated and gave figures of 1300 and 1800. Although the 


sore, 


and pulse- 


red cells 5,800,000, 
(monocytes 26 


Hb. 
per cent., 


106 


cent., 


differential count showed a relative mononucleosis, the 
absolute figure for mononuclear cells was within normal 
limits. Many of the mononuclear cells were however 


white count was 
polymorphs 63 per cent., 


of the Rieder type. Two days later the 
1300 UmenoTyees 13 per cent., 
lymphocytes 22 per cent. 
the Paul-Bunnell test negative. 


, and eosinophils 2 per cent.) and 
Serum agglutination for 
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brucellosis was also negative ; the blood proved sterile after 
ten days’ incubation, and neither hemolytic streptococci 
nor diphtheria bacilli were grown from the throat swab. A 
radiogram of the chest showed enlarged mediastinal glands, 
a finding of importance in view of the fact that a previous 
radiogram of the chest taken during health did not show 
this glandular enlargement. 

During the five days following admission the tempera- 
ture fell to normal by lysis and remained normal until the 
18th. The pulse-rate reflected the temperature. The 
glands, however, remained enlarged, and, despite the 
fall of temperature, the patient did not feel well. On 
the 14th the white-cell count was 9400 (monocytes 3 per 
cent., polymorphs 69 per cent., lymphocytes 27 per cent., 
mast cells 1 per cent.). Starting about the 19th, the 
temperature began to rise slightly each evening to about 
99-2° F., reaching on Jan. 1 and 2 100-5° F. The white-cell 
count on Dec. 22 was 6000 (monocytes 3 per cent., poly- 
morphs 68 per cent., lymphocytes 26 per cent., eosinophils 
1 per cent., mast cells 2 per cent.) but on Jan. 2 it was 
9800 (monocytes 13 per cent., polymorphs 72 per cent, 
lymphocytes 14 per cent., eosinophils 1 per cent.). The 
Paul-Bunnell test was again negative on Jan. 5. The 
temperature then subsided to normal for about a week, 
the patient still feeling ill. Then began a slow “ stair- 
case ’’ rise, reaching its height on the 22nd, with a morning 
temperature of 100°-F. and an evening temperature of 
101-4° F. Thereafter the temperature fell by lysis, reach- 
ing normal by Feb. 3. On Jan. 20 the tip of the spleen was 
first felt. On the 25th the white-cell count was 8400 
(monocytes 12-5 per cent., polymorphs, 56-5 per cent., 
lymphocytes, 30 per cent., mast cells 1 per cent). The 
temperature had no sooner reached normal than it began 
to rise again, reaching its height on Feb. 13 and returning 
to normal on the 24th. White-cell counts on the 9th and 
23rd were 4700 and 4900, monocytes being 14 per cent. 
and 13 per cent. respectively. On the 23rd the Paul-Bunnell 
test was positive in dilutions up to 1/128. 

After the 24th the temperature remained normal, and 
the change in the patient’s condition was definite. In the 
previous periods of normal temperature the patient had 
continued to feel ill and look listless ; now he insisted that 
he felt well and was agog to leave hospital. He was dis- 
charged on March 5 and has had no further symptoms. On 
discharge the glandular enlargement was still present, the 
Paul-Bunnell test was positive in dilutions of 1/128, and 
the blood-count was: red cells 6,000,000, Hb. 110 per 
cent., leucocytes 9000 (monocytes 17 per cent., poly- 
morphs 49 per cent., lymphocytes 30 per cent., eosinophils 
3 per cent., mast cells 1 per cent.). 


The combination of the clinical signs, the blood- 
counts, and the positive Paul-Bunnell test during the 
last period of pyrexia leaves little doubt that the 
patient then had infective mononucleosis. The same 
clinical findings, similar blood-counts, and the con- 
tinuity of the periodic pyrexia also leave little doubt 
that the patient had one and the same morbid process 
throughout his three months’ illness. The interesting 
point of this case isthe Paul-Bunnel test. Forten weeks, 
during which the patient felt ill and had the clinical 
signs of “ glandular fever,’’ anabnormal mononucleosis, 
and three successive waves of pyrexia, the Paul- 
Bunnell reaction remained negative. Then, during a 
fourth wave of pyrexia, the Paul-Bunnell reaction 
became positive, and, despite the persistence of the 
glandular enlargement and the mononucleosis, the 
patient knew that he had recovered ; the temperature 
then finally subsided and remained normal. 


CONCLUSIONS 
Two points emerge from these facts. 
stages of infective mononucleosis the Paul-Bunnell 
reaction may be negative. The appearance of a 
positive Paul-Bunnell reaction may be followed im- 
mediately by recovery from the illness. These points 
suggest that the appearance of the positive reaction 
may indicate the development of immunity to the 
unknown agent responsible for the disease. 


In the early 
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CINEBRONCHOGRAPHY 


(CINEMATOGRAPHY THROUGH THE BRONCHOSCOPE) 


By Joun E. G. McGipson, M.B. Lond., D.L.O. 
LARYNGOLOGICAL AND AURAL SURGEON TO THE SOUTHERN 
BRANCH OF THE ROYAL UNITED LIVERPOOL HOSPITAL 


ALTHOUGH several methods of making direct and 
indirect motion pictures of the human larynx have 
been described, there does not appear to be any 
record of direct cinematography of the trachea and 
larger bronchi. The apparatus and technique 
described below have been used successfully for the 
production of films depicting in motion the normal 
appearance and movements of the larynx, trachea, and 
larger bronchi, together with some of their commoner 
abnormalities as seen through the bronchoscope. 


APPARATUS 

The initial difficulties were the assembly of a suit- 
able lens, the construction of a bronchoscope, with an 
adequate respiratory space, and the provision of 
sufficient light for photography. 

The lens assembly (fig. 1) consists of a lens with a 
focal length of 10-5 cm. mounted in a cell giving an 
effective diameter of about 7°0 mm. The lens cell is 
set at the distal end of a tube which has an external 
diameter of 10-0 mm. and a length of 12:1 cm. The 
lens tube has an adaptor at its proximal end which fits 
into a socket on the camera. The lens is cemented ; 
hence the tube cannot be 
sterilised by heat or spirit, 
and some chemical antiseptic 
must be used for this purpose. 
The camera-socket is attached 
in place of the f 1-9 Cine Kodak 
lens by the standard spring 
mechanism, and it is used to 
couple the camera to the lens 
tube. 

The bronchoscope (fig. 2) is 
40-0 cm: long, its internal 
diameter 10-0 mm. and its (a) 
external diameter 11-0 mm. 
with a slight projection for 
the light-carriers. Since the 
lens tube would completely 
occlude the proximal 9-0 cm. 
of the lumen of the bronchoscope, it was necessary 
to provide an alternative airway. This was done 
by arranging an oval chamber measuring 7:0 mm. 
by 1:5 mm. on each side of the bronchoscope. 
These chambers, or respiratory vents, extend only 
12 cm. from the proximal end of the bronchoscope ; 
hence this increased diameter does not reach the 
glottis. The lumina of the respiratory vents are in 
constant communication with the lumen of the 
bronchoscope throughout their lengths. The vents 
give an increase in diameter of about 1-25 mm., which 
gives 14-0 sq. mm. of free breathing space—i.e., the 
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Fic. 2—Bronchoscope for cinebronchography. 


maximum that is required for normal quiet respira- 
tion. The bronchoscope is provided with an acces- 
sory tube to house twin light-carriers. In spite of its 
somewhat large size the bronchoscope can passed 
easily and without discomfort under local anesthesia 
in an adult as far as the segmental bronchi. 

Lighting is afforded by overrunning two endoscopic 
lamps. The normal voltage of these lamps is 2:5 V 
with a wattage of 0-45 W. To get sufficient light for 


1. Hill, L. J. Hyg. Camb. 1936, 35, 1. 
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cinebronchography the bulbs have to be run at 4:4 V 
with a wattage of 1-25 W; hence, to avoid breakages, 
it is advisable to overrun the lamps only during the 
exposure. The current is regulated with a resistance 
and a voltmeter. The housing for the lamps at the 
distal end of the bronchoscope is chromium-plated to 
enhance the brilliancy by reflection. 


. : LENS 
, as é 


(a) (b) 


Fic. 1—Lens assembly for cinebronchography : 
(a) camera-socket attachment; (6b) lens tube 
with adaptor for camera-socket at proximal 
end and lens cell at distal end. 








The camera is an f 1-9 Magazine Cine Kodak, its 
light weight and small bulk making it convenient to 
handle. Super-X Cine Kodak film is used and run 
at the normal ‘camera speed of 16 frames per sec. 


TECHNIQUE 
The f 1-9 lens is removed from the camera and 
replaced by the camera-socket. The bronchoscope 
is then passed in the usual manner under local anws- 
thesia and fixed at the site required for photography. 
The area that can be photographed is less than 1-5 cm. 
from the tip of the bronchoscope and in the same 





(b) (c) (d) 


Fic. 3—Photographs taken in cinebronchography : (a) epiglottis; (b) carina and 
orifice of left main bronchus; (c) pus issuing from a left basal bronchus in 
bronchiectasis ; (d) compression stenosis of right lower bronchus. 


central line ; hence the instrument must be closely 
approximated to the subject to be photographed ; 
otherwise there will be no image on the film. The lens 
tube, which has been sterilised and warmed to body 
temperature with a hot-water bottle, is inserted to its 
full extent into the bronchoscope, and an assistant 
attaches the camera. The lamps are put up to the 
required overintensity by a second assistant and the 
film exposed as required. While taking the photo- 
graphs the bronchoscope is slowly rotated, because 
the variations of the light-reflexes thus produced 
give a more realistic photograph. 


RESULTS 

Several films were made before the outbreak of war 
interrupted this work, and, although improvement of 
technique is necessary, the results are of considerable 
interest. A study of the films suggests that similar 
motion pictures would be of value as a means of 
teaching and possibly of research and as a method of 
making permanent records of cases and of noting the 
effects of treatment. Fig. 3 shows merely the photo- 
graphic results and in no way conveys the impression 
of the various movements—respiratory, cardiac, and 
on coughing—which are demonstrated very beautifully 
when the films are projected. 


The experimental optical work and the final assembly of 
the lens were made by Mr. W. Buckstone, of Messrs. Kodak’s 
medical department, and the bronchoscope was designed 
with the help of Mr. Percy Phelps, of Messrs. Mayer & Phelps 
Ltd. To both of these gentlemen my thanks are due. 
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VI AGGLUTINATION 


IN DETECTION OF TYPHOID CARRIERS 


By E. S. HorGan, M.D. Dubl.; and A. DRYSDALE 


(From the Stack Medical Research Laboratories, 
Khartoum) 


THE original suggestion (Felix, Krikorian, and 
Reitler 1935) that Vi agglutination might prove a 
useful method of detecting typhoid carriers has 


stimulated a series of researches, and satisfactory 
results have been reported by Giovanardi (1936, 
1937) in Italy, Pijper and Crocker (1937a, b) in South 
Africa, Felix (1938a, b) in England, Bhatnagar (1938) 
in India, and Eliot (1940) in the U.S.A. Such a 
method would be invaluable in a vast and thinly 
populated country, such the Anglo-Egyptian 
Sudan, where owing to distance and _ transport 
problems it is often a matter of the greatest difficulty 
to obtain repeated specimens of faeces and urine for 
cultural examination. A series of small outbreaks 
of typhoid fever during the past year in various towns 
along the Nile gave us an opportunity of testing the 
value of Vi agglutination. We hoped to gain 
information on the significance of a positive Vi titre 
in convalescent cases (following Bhatnagar’s sugges- 
tion that such cases show a tendency to the carrier 
state) and the value of the method in the routine 
detection of typhoid carriers. 


as 


TECHNIQUE 
Felix (1938a, b) has emphasised the fundamental 
importance of standardising the agglutinability of the 
Vi suspensions used as antigens, and in the present 
study great care has been taken to follow all the 
details of the serological technique as laid down by 
him. 
Three strains—Vi 1 Bhatnagar, Watson, and Ty 2 
were originally used as antigens for every serum; but, 
owing to the more satisfactory results obtained with Vi 1, 
the other two strains were omitted, and all titres mentioned 
in the paper are those obtained with this strain. The 
earlier suspensions were standardised against a standard 
serum kindly supplied by Dr. Felix, and a further batch of 
rabbit serum was prepared against the Vil strain. The Vi 
titre of this serum was estimated against a living suspen- 
sion standardised by Felix’s serum, and the serum was 
then frozen, desiccated, and stored in sealed ampoules in 
vacuo. Every subsequent suspension was standardised 
against this serum. The suspensions were also examined 
for their agglutinability with pure 0 serum—in no case was 
a positive result obtained (<lin 5 trace). The stock 
cultures were kept on Lemco agar, and subcultures for the 
preparation of suspensions were made on to digest agar, 
as recommended by Felix (1938a). The macroscopic 
method of agglutination was used, the dilutions of serum 
ranging from | in 12-5 to 1 in 250, and living suspensions 
(eighteen hours) were employed throughout. Wilson and 
Blair’s medium was used for the culture of feces and 
urine, because since its adoption as a routine medium in 
these laboratories (Horgan 1935) it has given most satis- 
factory results, far surpassing those obtained with 
MacConkey’s medium. All batches were prepared by one 
of us (A. D.), and plates were poured on the same day, 
because it has been noted that those poured and kept for 
even twenty-four hours in a refrigerator seem to lose some 
of their selective action for Bacterium typhosum. All 
specimens of feces and urine were examined at intervals of 
five to seven days, and five negatives were obtained before 
returning a final negative result in any given case, 


RESULTS 

The results in convalescent patients are given in 
table 1 and those in healthy contacts, examined to see 
if they were carriers, in table 1. The or — signs 
under the heading ‘‘ Feces and urine ”’ indicate the 
results after three months. A patient who gave a 
positive result after this was considered to be a 
The figures within brackets indicate 


chronic carrier. 
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the dilution of sera. All sera were first examined 
when the patients had become clinically convalescent, 
the sera being sent at the same time as the first 
samples of feces and urine. Further examinations 
were carried out on at least one other occasion during 
convalescence but in no case was there any alteration 
in titres. Convalescent patients were not discharged 
from hospital until five successive specimens of faces 
and urine had given negative results. 


TABLE I VI AGGLUTINATION IN PATIENTS CONVALESCENT 
FROM TYPHOID FEVER 
v3 Feces Number 
, Longhe Titre and of 
urine cases 
+ (500) + 1 
+ 8(25), 8(50), 12(125), 3(250) - 31 
- — 0 
- - 97 


In 11 of the 31 Vi-positive cases B. typhosum was 
isolated from the feces or from the urine on several 
occasions during convalescence—in one case ten 
times from the fifth to the fiftieth days of convalese- 
ence. In 37 of the 97 Vi-negative cases positive 
results from faeces or from urine were obtained—in one 
case seven times from the fifth to the thirty-fifth 
days. All these 128 cases had become and remained 
permanently negative before the ninetieth day. The 
results, with one exception, do not confirm Bhatnagar’s 
suggestion that Vi-positive cases in convalescence 
indicate a tendency to the carrier condition. The 
question might also be asked whether the Vi-positive 
patients continue longer than the Vi-negative to shed 
typhoid bacilli in convalescence. A careful analysis 
of the results was made but established no such 
correlation. 


TABLE II—VI AGGLUTINATION IN HEALTHY CONTACTS 


vi Feces Number 
pi ag Titre and of 
urine cases 
+ 1(50), 1(250) + 2 
(feeces) 
+ 2(25), 6(50), 7(125), 1(250) _ 16 
= . 2 
(faeces) 
=A - 213 


The results shown in table u are of considerable 
interest. It will be noted that of the 4 carriers 2 were 
Vi-positive and 2 Vi-negative. One of these latter 
cases was a native milk vendor, whom it was possible 
to observe overa period. The serum was re-examined 
after nine months, together with the feces and 
urine ; the serum was still negative (<1 in 12:5), 
but the feces again showed numerous colonies of 
B. typhosum. The second Vi-negative carrier was 
examined over a period of ten weeks to date; the 
findings serologically and culturally have remained 
unchanged. The 4 carriers were healthy persons 
without any history of typhoid fever. It may be 
noted that Felix (1938b) found 2 chronic carriers 
among 16 Vi-negative cases, while 4 remain undecided. 

The faeces and urine of the 16 persons with positive 
Vi titres were examined on at least five different 
occasions, but all remained consistently negative. In 
only one instance a history of typhoid, three years 
earlier, was obtained. There is a significant difference, 
however, between the average level of Vi titres of 
typhoid contacts and that of random samples of the 
population of the Sudan—approximately 8 per cent. 
with titres of 1 in 25 or over, as compared with 0°3 
per cent.—but the present data are inadequate to 
explaih it. Felix (1938b) found 5 out of 100 persons 
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in a female mental hospital showing Vi titres con- 
sidered to be characteristic of the carrier state but 
whose feces and urine were negative. He remarks: 
‘* It must be remembered that sera from persons who 
cannot be shown to be carriers occasionally also give 
positive reactions in 1 in 5 or even higher dilutions, 
and this may lead to a person being wrongly 
designated as a carrier suspect.’’ We dissent from 
the conclusion of Pijper and Crocker (1937b) that “ all 
persons possessing significant amounts of Vi agglu- 
tinin had better be regarded as carriers’’. Felix 
(1938b) cites a case of empyema resulting from 
typhoid osteitis (Lane and Francis 1938), which lends 
some support to this statement and further suggests 
that such a conclusion might be valid if the term 
‘carrier’? were intended to include those persons 
who harbour typhoid bacilli but do not excrete them. 
It remains to be proved that most of the Vi-positive 
persons with negative feces and urine do harbour 
typhoid bacilli. Even if it is shown that they 
harbour but do not excrete typhoid bacilli, they can 
scarcely be reckoned as a menace to public health, 
and it seems unduly severe to group them in the same 
category as the true “ carrier.’’ Until more light is 
thrown on the problem, it seems advisable to retain 
the long-established meaning of this term. As 
regards the category of Vi-negatives, 2 of the 4 
carriers would have been automatically excluded on 
the result of the serological test, and in 1 at least—the 
milk vendor—such rejection might have endangered 
public health. 


DEFINITION OF ‘‘ VI-NEGATIVE ”’ 

In the present series the minimal dilution of 1 in 
12-5 was chosen after considerable deliberation, 
because previous work in the Sudan (Horgan 1936) 
had indicated that Vi agglutinins were present, in a 
titre of 1 in 10 or less, in 10 out of 100 normal 
individuals—4 positive in a dilution of 1 in 5 (trace) 
and 6 positive in a dilution of 1 in 10 (trace). This 
work had been carried out with the strain Ty 2; but, 
as Felix (1938a) has since pointed out that this strain 
is not suitable for Vi agglutination owing to its 
comparatively low sensitiveness to Vi antibody, the 
previous work has recently been repeated with 
suspensions of Vil. From specimens received from 
all parts of the Sudan for the Kahn test 200 sera were 
chosen ; a considerable number of these were from 
southern and western districts, where typhoid 
or other enteric fever is very rare. Of the 200 sera 
55 were positive in a dilution of 1 in 5 (trace), 37 
positive in a dilution of 1 in 10 (trace), and 1 positive 
in a dilution of 1 in 25 (trace). In other words, if 
Felix’s (1938b) figure of a dilution of 1 in 5 or over is 
accepted as significant, 46-5 per cent. of the inhabit- 
ants of the Sudan would be under suspicion as 
a or carriers. 

ijper and Crocker (1937a) found no Vi agglutinins 
in the sera of 70 normal people in South Africa ; but, 
if the technique used was the absorption method 
indicated in the same paper, it appears: that the 
lowest dilution used was 1 in 20. Eliot (1940) also 
used an absorption method with a lower limiting titre 
of 1 in 20. In his series of 219 sera classified as 
“unknown” (as regards typhoid) 4 showed Vi 
agglutinins in dilution of 1 in 20 or more. ‘“ For 
one reason or another it has been impossible to 
investigate these cases with regard to their possible 
carrier condition.’’ The absorption method used by 
both the latter workers would exclude a considerable 
number (36 out of 56) of Felix’s positive cases. 
Apart from these findings we have been unable to find 
any references to normal Viagglutinins in a population. 


CONCLUSIONS 

An accurate knowledge of the limits of normal Vi 
agglutination among the population of the country in 
which the survey for carriers is being made is essential 
in the establishment of the lowest significant Vi titre 
in a suspected carrier. Such a preliminary survey 
should be based on the standard method laid down by 
Felix (1938a). 


In every survey a complete cultural examination of 
feeces and urine of all persons—not only those whose 
sera show significant titres for Vi agglutinins—should 
be carried out. 


SUMMARY 


(1) We could not confirm Bhatnagar’s (1938) 
suggestion that patients convalescent from typhoid 
fever whose sera shows significant titres of Vi agglu- 
tinins tend to become carriers. 

(2) In a series of healthy typhoid contacts no 
correlation could be established between positive Vi 
titres and the carrier condition (excretion of typhoid 
bacilli in faeces or urine). 

(3) The average Vi titres of typhoid contacts with 
negative feeces and urine are, however, well above the 
normal level of those of the population of the Sudan, 
but the significance of this finding is unknown. 

(4) Two carriers (faecal) were discovered whose sera 
remained negative for Vi agglutination. 

(5) Before the lowest significant titre for a suspected 
carrier can be established, more information is 
required about the natural level of Vi agglutinins 
among the general population. 


Our thanks are due to Dr. A. Felix, of the Lister 
Institute, London, for providing his standard sera and 
strains of typhoid cultures; and to Dr. H. M. Elliott, 
senior medical inspector in the Upper Nile Province, for his 
coéperation in this inquiry: 


Since the completion of this paper another typhoid 
contact has been found who was Vi-negative (<1 in 
5) but excreting typhoid bacilli in the urine. He isa 
Sudanese boy, aged 12, from Omdurman, and careful 
inquiry by the British Public Health Inspector has 
failed to reveal any history of previous illness. 
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The Lancet 100 Years Ago 


June 13, 1840, p. 409 
From a note on croup 


The propriety of opening the trachea in certain cases of 
croup has been questioned by some of the best authorities 
in this country. Indeed, tracheotomy in croup and the 
Cesarean operation seem to stand exactly in the same 
position. English practitioners shrink from the responsi- 
bility of performing them, more from a fear of consequences 
to themselves than from a just estimation of the value of 
those operations. 


A BroGRAPHY OF TYPHOID MARy.—Mary Mallon 
known as Typhoid Mary died on Nov. 11, 1938, and 
a short obituary notice based upon material from 
available authorities appeared in our columns a week 
later (Lancet, 1938, 2, 1188). Mr. Geo. W. Soper, 
Ph.D., who discovered this unfortunate carrier in 1907 
and invented her sobriquet, considers that the accounts 
of her career so far published have been so inaccurate 
that it is desirable to put the established facts on 
record. He has done this himself with a wealth of 
detail in a paper which appeared in the Bulletin of the 
New York Academy of Medicine for last October. 
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REVIEWS 


Diseases of the Digestive System 

A Textbook for Students and Practitioners. By 

EUGENE ROSENTHAL, M.D., lecturer in the medical 

faculty, Royal Peter Pazmany University, Buda- 

pest. London: Henry Kimpton. 1940. Pp. 394. 42s. 

Two years ago THe Lancer published a short paper 
by Dr. Rosenthal on “ associative illustration” in 
medical teaching. It was a plea for the greater use 
of diagrams and pictures by lecturers in medicine, 
on the ground that with so much to teach in so short 
a time the teacher should use every available port of 
entry to the student’s mind. In most students the 
visual memory is more strongly developed. than the 
auditory, so they should be given something to look 
at as well as words to listen to. This something will 
often be a straightforward representation of some 
pathological change in structure, like an acromegalic 
hand or a pneumothorax; or it may be a graph like 
a sugar-tolerance curve. Dr. Rosenthal is more inter- 
ested, however, in the drawing which emphasises some 
association of ideas, often with a few words, arrows, 
or simple geometrical devices to trick it out, and 
preferably done in colour. His chosen example is 
an outlined female figure, with her liver-area coloured 
brown and her gall-bladder green; a red circle round 
the gall-bladder is joined to a legend giving the local 
causes of cholecystitis, a blue cirele round the liver 
ealls attention to disturbance of liver function, and a 
yellow line surrounding the whole patient indicates 
that disturbance of the cholesterol metabolism of the 
body is the third etiological factor in gall-bladder 
disease. 

Dr. Rosenthal has now produced this sizeable volume 
to show how the thing should really be done. It has 
234 illustrations, including 104 in colour, beautifully 
drawn and reproduced; and there is no doubt that 
they are both striking and apt. The points they 
emphasise are often elementary, but it is difficult to 
be too elementary for the average student, and the need 
is to emphasise by such means as these the facts and 
the ideas that are important. Occasionally Dr. Rosen- 
thal excels himself, as in the picture of the woman 
with the cirrhotic liver, lying with her swollen abdo- 
men fully exposed, and the physician’s trocar about 
to enter it at the appropriate spot; on the bedside- 
table is a urinal containing bright yellow urine—“ the 
patient must empty the bladder beforehand ” says the 
legend. The text of the book is fairly full, and, in the 
style of the printed lecture as distinct from the con- 
ventional textbook, it makes easy and pleasant read- 
ing. In the main the teaching follows what in England 
are orthodox lines, though diserepant views sometimes 
reflect its continental origin. For instance, Dr. 
Rosenthal recommends X-ray therapy to reduce gastric 
acidity in duodenal ulcer, and the application of 
radium over the spleen to reduce its volume in 
hematemesis; we thought the former procedure had 
been shown by animal experiment to be impracticable, 
and the latter we should consider unnecessary since 
splenic contraction is a physiological response to 
hemorrhage. 

The idea is not a new one. It is exploited already 
by every teacher who is handy with a bit of chalk, 
and is used a good deal in American textbooks and 
papers. As blackboard technique it is first-class. For 
the illustration of books it is apt to be laborious and 
expensive, and we should seareely wish to see the whole 
of medicine presented in this form. But every student 


1. Lancet, 1938, 2, 546. 
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OF BOOKS 


who sees this volume should busy himself with pencils 
and paper next time he reads an ordinary textbook 
and make his own illustrations to it; while every 
teacher who from laziness or ineptitude has neglected 
his blackboard should under Dr. Rosenthal’s stimulus 
seize his chalks again with renewed, vigour. 


Forensic Medicine 

(7thed.) By SypNrey Smiru, M.D. Edin., F.R.C.P.E., 

regius professor of forensic medicine, University 

of Edinburgh. London: J. and A. Churchill. 1940. 

Pp. 680. 258. 

Unt now the illustrations of this familiar book 
have not been up to the standard of the text, but in 
this edition there has been a general improvement. 
Certain poor plates have been eliminated and effective 
substitutes or additions been made, and the plates are 
more clearly reproduced. 

The clarification of the Infanticide Act, the cele- 
brated McNaghten interpretation of the Bourne case, 
and the report of the interdepartmental committee on 
abortion which followed, have clearly been used in 
reshaping the text, and this is now something more 
than a textbook for students; it contains an astonish- 
ing amount of information and bears fair criticism in 
every department. It is steadily developing into a 
sound authoritative volume built on the scale of a 
book of reference. 


Periodontal Diseases 


(2nd ed.) By ArTHuR H. MERRITT, D.D.S., M.S., 
F.A.C.D. London: Macmillan and Co. 1939. 
Pp. 205. 18s. 


Tue author of this useful book says with truth 
that “gingivitis (and, if this is unchecked, its serious 
ultimate consequence of ill health and total loss of 
useful teeth) shares with dental caries the unenviable 
distinction of being the most common ill to which 
flesh is heir.” Of what value is all our boasted 
skill in the field of repair, he asks, if the end result 
is the loss of teeth through failure to care for their 
supporting tissues? He points out that few peri- 
odontal conditions are, at least in their early curable 
stages, really painful, and so are often overlooked 
by patients and even by harassed practitioners. There 
is an excellent chapter on nomenclature; and the gross 
and commercialised misuse of the term “ pyorrhea,” 
which should be interpreted in its literal sense and con- 
fined to that condition, is rightly stigmatised. His 
attempt at classification, which seems an advance on 
those formerly produced, is yet open to eriticism, for 
the pathology of the various types of periodontoclasia is 
often multiple, even if the etiology, when known, can 
be tabulated. The value of early treatment is cor- 
rectly emphasised and its methods clearly stated; and 
the importance of the prompt reference to a physician 
of cases not yielding readily to local treatment, and 
therefore suspect of “ blood dyscrasia or other systemic 
disturbance,” is reiterated. In this connexion the 
chapter on Vincent’s infection clears away much 
misconception. There is an account of a useful “ sur- 
gieal cement ” for covering exposed alveolar bone after 
radical gum resection, and other practical advice on 
the treatment of pulp hyperemia and the use and 
misuse of tobacco; the author concludes that smoking, 
while undoubtedly very harmful to some, has an almost 
negligible effect, even in excess, on the mouths of 
others. 

The style is pleasantly readable and concise, and 
altogether this is a book to be commended. 
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LONDON: SATURDAY, JUNE 15, 1940 


A.R.P.: WHERE THE G.P. COMES IN 

It is probably not generally recognised that the 
work of saving life and minimising the effect of 
damage during air-raids does not depend only on 
the efficiency of the members of the various civil- 
defence services—at hospitals and first-aid posts, 
and in the fire services, first-aid parties, rescue 
parties and the like. In order that A.R.P. and 
A.F.S. workers may carry out their task a care- 
fully thought-out system of control is necessary. 
In the early days of civil defence exercises it 
was a common thing to find keen and efficient 
volunteers unable to carry out their jobs as well as 
they would have wished owing to the mass of 
workers, vehicles and spectators crowding the 
scene of the incident. Fortunately, steps have 
been taken to remedy such a state of affairs, and 
a doctrine on the policy of operational control at 
air-raid incidents has been evolved and propa- 
gated. It is clear that the responsibility for con- 
trolling the movement of vehicles and persons 
must devolve upon the police. They will have to 
arrange for vehicles to be marshalled in such a 
way that each service can most effectively do its 
work, to control the movement of spectators and 
would-be helpers, and to perform many similar 
tasks which are a natural extension of their 
everyday duties. 

At incidents where a number of units of several 
services are engaged, some specific organisation 
for control is needed and the senior police officer 
present will establish an incident post for the 
purpose. It is here that he and the senior officers 
of the other services present, or their representa- 
tives, will be found. From the incident post 
general coérdination and control will be effected, 
calls for further assistance will be initiated, and it 
is to the incident post that leaders of reinforce- 
ments will report on arrival. Certain police 
officers are specially selected and trained to take 
charge at major incidents. The incident post-will 
be marked by a flag of Cambridge-blue and white 
checks, or by two blue lamps placed one above 
the other. The position of senior officers. of ser- 
vices at the post will be marked by pennants of 
selected colour and pattern—e.g., police dark 
blue, casualty services black and white, and so 
on. The scene of the incident will if possible be 
enclosed by a cordon, outside which officers and 
parties will be required to wait while their leaders 
report to the incident post and make any essen- 
tial reconnaissance. In the case-of-fire; engines 
and pumps will of course go close to the actual 
scene of damage, and will normally have priority 
over other vehicles; next priority will generally 
be given to the vehicles of the rescue parties who 
will usually be urgently required. Ambulances 
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will normally remain clear of the damaged area, 
and first-aid or stretcher parties must be pre- 
pared to carry casualties to them. 

A development of considerable importance in 
the problem of handling casualties is the increased 
use which can be made of mobile first-aid units. 
The ‘‘ mobile aid-post,’’ as it was originally called, 
was devised to provide temporarily a first-aid post 
in less densely populated areas—to take the post 
to the casualties rather than the casualties to the 
post. Experience at exercises has shown, how- 
ever, that these units will be very valuable in 
built-up areas as-well. Mention may be made of 
two of the possible uses to which a mobile first- 
aid unit might be put at an incident. It might 
go actually to the site of the damage and, without 
unloading equipment, the doctor and _ trained 
nurse might leave the unit and go to the places 
where the injured are lying, to give any immedi- 
ately needed treatment (such as an injection of 
morphia) and supervise generally the work of the 
stretcher parties which are rescuing casualties 
from beneath wreckage. Again, the unit could 
go as near as possible to the site of the damage 
and, with any necessary items of its equipment 
unloaded, form a rallying and classification point 
to which stretcher parties could bring their casual- 
ties, and from which the ambulances could go 
to the receiving hospital or first-aid post after this 
initial classification. | Where there is no mobile 
unit to function in one of the ways described, the 
problem of loading casualties into ambulances 
and deciding on their disposal will not be easy. 
The establishment of an ambulance loading point 
will obviously be required, and first-aid party 
workers will have to make use of all the know- 
ledge at their disposal to determine which casual- 
ties are to be sent to the reception hospital and 
which to the first-aid posts. 

It may be asked how any doctor who finds 
himself near the scene of air-raid damage can 
most usefully help in the work of dealing with the 
wounded. It would seem clear that where there 
is a mobile unit working at the incident any 
doctor at hand should get in touch with the 
medical officer in charge. Where there is no 
mobile unit he should make contact with the 
senior police officer at the incident post and, in 
accordance with the requirements of the situation 
as there ascertained support, advise and even 
organise the casualty work. If there is only one 
doctor he ean usefully station himself at the 
ambulance loading point. Here he can check 
any first-aid work that has been done and help 
by first-line classification and by advice as to the 
initial disposal of the casualties, assessing relative 
priorities for removal. Where initial division (for 
dispatch either direct to hospital or to a first-aid 
post) is necessary his advice will be valuable in 
relieving the first-aid party leaders of this by 
no means easy task. We earnestly commend 
this primary duty of citizen service to the con- 
sideration of every general practitioner who has 
not already defined his position in an emergency 
which may now overtake him at any moment. 
He will, we feel sure, not be found wanting. 
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IMMUNISATION OF CIVILIANS AGAINST 
TYPHOID AND TETANUS 

A QUESTION was asked in Parliament the other 
day whether steps would be taken to inoculate 
the civilian population, beginning with civil 
defence and other key workers, against typhoid 
and tetanus, in case of the danger of epidemics 
following serious air-raids. The Minister of Health 
replied that he did not think any such general 
inoculation was either practicable or advisable. In 
particular circumstances and for some diseases, 
he said, inoculation may be of value, and facilities 
were available for anti-typhoid and anti-tetanus 
vaccination where required. 

Immunisation against typhoid and tetanus, 
although voluntary, is now almost a routine prac- 
tice among new recruits to the Army and Air 
Force, while in the French Army combined 
immunisation against these two diseases and 
diphtheria has been compulsory since 1936. But 
in any discussion about the advisability of actively 
immunising the general public against a particular 
infection we must decide, first, whether immuni- 
sation is reasonably safe, secondly, whether it is 
effective, and thirdly, whether it is worth while. 
In considering safety we must remember the tribe 
whom the Israelites persuaded to be circumcised, 
and on the third day when they were too sore 
to resist they were smitten down. T.A.B. 
inoculation, as practised in this country, is not 
devoid of reaction, which may be severe enough 
to cause several days’ invalidity. Detoxicated or 
dissolved vaccines, or vaccines by mouth after the 
doctrine of BesrEepKA, do not evoke the same anti- 
body response, and are therefore regarded as less 
reliable than two or three subcutaneous inocula- 
tions of a heat-killed mouse-virulent organism. 
Grasset ? has prepared an ‘‘ endotoxoid ’’ vaccine 
which is said not to produce systemic reactions 
and to be at the same time an efficient immunising 
agent. Tetanus toxoid has now been used on a 
large scale in the Services, and apart from a few 
cases of anaphylactoid shock, probably due to the 
peptone in the medium and easily controlled by 
adrenaline it can be regarded as a safe innocuous 
prophylactic. 

To the question whether immunisation is effec- 
tive equivocal answers must be given. There is 
sufficient proof that T.A.B. inoculation is effective 
in reducing the incidence of the enteric fevers, 
but it does not entirely prevent infection and 
indeed might prove not to be highly protective 
in the face of endemic typhoid plus very adverse 
sanitary conditions. It is most effective when 
immunisation is completed before the population 
is exposed to the risk of infection—e.g., in troops 
before going on active or foreign service, or 
among the nursing staff of a fever hospital. It 
is least effective when begun after an epidemic 
has already broken out, and at this stage, if given 
in the usual dosage, it is not without danger by 
inducing cases of severe ‘‘ provocation ’’ typhoid 
among persons already incubating the disease. In 


1. See Lancet, June 8, p. 1067. 
2. Grasset, E. Brit. med. J. 1939, 2, 58. 





these circumstances a safer and probably more 
satisfactory means of protection—although there 
is little clinical evidence on this point—is a com- 
bination of passive and active immunisation, that 
is, a single injection of antityphoid serum of the 
kind prepared by Feix together with repeated 
small doses of vaccine at intervals of two or three 
days. The value of active immunisation against 
tetanus is based mainly on experimental and field 
work on animals; for example, only one case of 
tetanus has developed among 35,000 immunised 
French cavalry horses over a period of three years. 
However, estimations of the serum antitoxic titre 
of men inoculated with tetanus toxoid suggests 
that even after two years the residual immunity 
is in most cases adequate to prevent infection. 
Boyp has shown that two injections, each of 1 
c.cm., are sufficient provided there is an interval 
of six weeks between them, but because immun- 
isation in the British Army is voluntary, and as 
an additional precaution all wounded soldiers 
must also be given a prophylactic dose (3000 
units) of tetanus antitoxin. In the French Army 
the wounded man gets a dose of toxoid to 
‘* boost ’’ up his acquired immunity, which seems 
a more rational arrangement. 

Is immunisation of the civilian population, or 
even certain sections of it, against these two 
infections worth serious consideration as a war- 
time expedient? Typhoid fever is, fortunately, 
now rare in this country, and chronic typhoid 
sarriers who are the primary foci of infection are 
comparatively few and being constantly sought 
out. Mr. Parker’s question in Parliament was 
almost certainly prompted by reports that epi- 
demics of typhoid fever broke out in Helsinki and 
Rotterdam after they were bombarded from the 
air. In the face of danger here—for example, the 
accidental or purposive contamination of a large 
water-supply—certain precautionary measures 
could be immediately put into effect. The water- 
supply, which in any case should be under con- 
tinuous bacteriological supervision, could be 
chlorinated, household tanks emptied, and house- 
holders told how by simple hygienic measures 
they could prevent or minimise the spread of 
infection. If, however, primitive sanitation were 
forced on us by destruction of the water-carriage 
sewage system or by large encampments of 
evacuees and refugees in rural areas, the danger 
of intestinal infections would be greatly increased 
and artificial immunisation—which should be 
compulsory and free—might then have to be con- 
sidered, despite the drawbacks of systemic 
reactions and incomplete protection. With 
tetanus there are stronger grounds for advocating 
active immunisation for certain sections of the 
community. The method is safe, easy and appar- 
ently effective. It has obvious advantages over 
passive immunisation on which the Services relied 
in the last war and which, according to the plans 
already made, is to be extensively used in this 
war for the protection of civilians actually 
wounded in air-raids. Passive immunisation 
means the injection of a foreign serum with its 
attendant complications. It gives protection only 
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for a few weeks, it permits a number of cases of 
late tetanus and there is the added risk of re- 
injecting horse serum into a person within a few 
months of a previous dose. Active immunisation 
would therefore have distinct advantages 
especially for those likely to be repeatedly exposed 
to the risk of bomb splinters, falling masonry and 
the like—fire brigades, A.R.P. workers, police 
officers, ambulance men, and perhaps medical and 
nursing staff. Local authorities in towns which 
might be particularly subject to air attack should 
also consider offering free immunisation to econo- 
mically important groups in their community. 
Tetanus spores are present wherever there are 
domestic animals, and the risk of infection, if less 
than on the battlefield, is probably as great for 
the town-dweller as the countryman. 

On the wider issue of immunity to infectious 
diseases, evacuation and dispersal of our child 
population has resulted in a remarkable réduction 
in the incidence of childhood infections, but 
probably to the detriment of the process of 
natural immunisation which constantly goes on in 
crowded urban areas. Every effort should there- 
fore be made now to encourage active immunisa- 
tion of school and pre-school children against 
diphtheria and pertussis and to collect convales- 


cent or adult serum for the control of measles. 


Too often the day of reckoning comes and we are 
not prepared for it. 


THE MUNICIPAL HOSPITAL 


Dr. ArtHur Morris, in his lecture to the 
Harveian Society on June 5, spoke as one fully 
convinced that the administrative head of a hos- 
pital should be a medical man. Business capacity 
has been urged on the other side but a talent for 
business management is not unknown among 
doctors and he did not think that important deci- 
sions concerning the patient and the medical 
or nursing staffs should be made by a layman— 
if a hospital is to be progressive it must be 
administered by one who knows how the medical 
work ought to be done and how to provide facili- 
ties for doing it. The Society of Medical 
Superintendents now has some 150 members, so 
there is no question of the principle not being 
tried out on a large scale. It was, hé said, the 
last war that revolutionised the type .of cases 
admitted to municipal hospitals; many of the 
voluntary hospitals being then filled with wounded 
soldiers their civilian cases had to be diverted to 
the poor-law infirmaries. These hospitals can 
now offer almost the same advantages as the 
voluntary hospitals. Their patients are no longer 
humble; they demand the best. In the old days 
if a medical superintendent was economical in his 
purchase and use of supplies, if he kept his hos- 
pital clean and bugs out of the beds, if he gave 
his patients fairly decent food to eat and kept his 
staff in order, he was considered exemplary. Now 
he is expected to keep abreast of every modern 
method of treatment, and his knowledge must 
extend from cookery to practical epidemiology. 
Many-sided and versatile as he has to be, and a 
good mixer into the bargain, he should not be 
a specialist except in his own branch. But in this 
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some special qualties are required. For example, 
he needs wisdom and tact if his heart-to-heart 
talk with each-patient before he leaves the hos- 
pital precincts is to prevent complaints later. 
Under the poor-law guardians the infirmary was 
an ideal training ground for the general prac- 
titioner, for it offered a wide and varied experi- 
ence, though many of the acute cases were 
filtered off by voluntary hospitals. Now under 
council control the majority of the patients come 
straight from their doctors and are classified so 
that it has become possible for residents to be 
employed exclusively on this or that work— 
medical, surgical, obstetrical or gynscological— 
and the resident assistant physicians or surgeons 
are young, ambitious men in the heyday of their 
career. In this formative stage not the least 
factor is the human element in their work. By 
interviewing relatives and friends they learn to 
realise practical possibilities and how to conduct 
themselves in their future practices. These may 
be the most profitable lessons of their training. 

About the scope of outpatient departments at 
municipal hospitals Dr. Morris had something 
interesting to say. While it was proper to avoid 
invading the province of the general practitioner, 
actually many of them were sending up cases for 
a second opinion and were encouraged to do so. 
Should a further attendance be suggested the 
patient is very properly referred to the almoner to 
determine whether he should not return to his own 
doctor. At St. Leonard’s a district medical officer 
resides in the hospital and attends the relief dis- 
pensary which is a part of the outpatient depart- 
ment. Making treatment available for outpatients 
effects a major saving in hospital beds. Thus 
scores of ulcerated legs are now treated ambulant. 
Some 90 per cent. of medical outpatients at St. 
Leonard’s are diabetics and 2 per cent. are suffer- 
ing from pernicious anemia. For these laboratory 
facilities are essential. On the surgical side the 
outpatient department is almost solely a fracture 
clinic. The antenatal clinic is the only place 
where the work of the private doctor has been 
much encroached upon. 

Finally, Dr. Morris dealt briefly with one of 
the ticklish problems of hospitals which cannot 
refuse admission to needy cases. A large propor- 
tion of the patients are suffering from incurable 
or chronic diseases and occupy beds for long 
periods. They should, he felt sure, be nursed in 
chronic-sick hospitals where the cost of mainten- 
ance is much lower. This is the greatest muni- 
cipal hospital problem awaiting solution at the 
present time. 


SPECIAL surgical centres have been set up by the 
Emergency Medical Service to which orthopedic cases 
and patients suffering from maxillo-facial, head or 
chest injuries may be sent for treatment. These 
centres are open to both service and civilian casualties. 
Now that a considerable number of war casualties have 
been admitted to E.M.S. hospitals the removal of suit- 
able patients to these centres should be undertaken 
as soon as it can be done without risk to the patient. 
It is specially desirable that maxillo-facial cases for 
whom plastic surgery may be needed should be trans- 
ferred without delay. 


Bre 


— 


a 











1090 THE LANCET] 


ANNOTATIONS 


CONSULTANT PHYSICISTS FOR LONDON 
HOSPITALS 


THe King Edward’s Hospital Fund, which has 
already done so much for radiotherapy and is 
responsible for seeing that the radium needs of the 
London metropolitan area are satisfied, is now to 
provide a panel of consultant physicists to help hos- 
pitals where radium and X-ray therapy is carried out 
and which cannot afford to employ a physicist of 
their own. The panel will consist of Mr. H. T. Flint, 
D.Se., of the Westminster Hospital, Mr. L. G. Grim- 
mett of the Radium Institute, Prof. F. L. Hopwood, 
D.Se., of St. Bartholomew’s Hospital, Mr. W. V. 
Mayneord, D.Se., of the Royal Cancer Hospital, Prof. 
Sidney Russ, D.Se., of the Middlesex Hospital and 
their colleagues in their various departments. Radio- 
therapy should be and is prescribed at some centres 
on a quantitative basis, and for this purpose a 
physicist is very necessary. The establishment of a 
quantitative basis for gamma-ray therapy has been 
delayed by the difficulty of determining the compara- 
bility of the X-ray and gamma-ray r unit, but thanks 
to the work of L. H. Gray the expression of gamma- 
ray dosage in r is now accepted in this country and 
is rapidly gaining acceptance in the United States. 
To obtain an accurate assessment of dosage the quantity 
of radiation absorbed at the point selected must be 
measured gr caleulated with due regard to the complex 
physical faetors of seatter, wave-length, and, for 
radium, distribution of the radioactive foci. The 
guidance of a physicist is essential to calibrate X-ray 
tubes and teleradium apparatus, to prepare isodose 
curves, and to devise rules for the distribution of 
radium tubes and needles which will give a reasonable 
degree of homogeneity. No competent radiologist is 
now content to carry out treatment unless these funda- 
mental physical measurements are available, and it is 
a happy idea to make cooperation with physicists 
trained in this specialised field available for all those 
who need it. On the other hand, the physicist is not 
a substitute for the medical radiologist. The treat- 
ment of disease by radiation, particularly of 
malignant disease where the margin between success 
and failure may be narrow, is not merely a question of 
determining a dose to be delivered to a chosen point, 
but of ensuring by physical means that this dose 
actually is delivered. Questions of volume of tissue 
irradiated, local and general tolerance and the com- 
plex usually called the time factor are the province 
of the radiologist who has specialised training super- 
impesed on ordinary clinieal knowledge and experience. 
Any attempt to substitute the physicist for the medical 
radiologist would be a retrograde step, and it is satis- 
factory to note that the King’s Fund realises the 
importance of the two branches working together. 


FASHION IN ANAESTHETICS 


Tue tendency to follow fashion, being closely related 
to habit-formation, is probably inseparable from all 
forms of human endeavour. In medicine the fashions 
that are past—mucous colitis, perityphlitis and “ blood 
pressure ’—stand out in their true nature, though in 
their full flower they were honestly thought to be 
based on pure reason. Moreover, changes which seem 
to the outsider to be guided merely by contemporary 
fashion may be quite rational to those who are inti- 
mate with their causation. The anesthetist will claim 
that he is free from the base desire to do the latest 
thing and that the changes in his methods and 
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materials are made solely for the safety and comfort 
of his patients, but there is no branch of medicine 
in which change is more constant and striking. The 
trends in America are well illustrated by an analysis 
of the practice at the Mayo Clinic.* The most notable 
change there is the increase in the use of intravenous 
anesthesia and this apparently applies to almost every 
kind of operation. For example, in 1934, the method 
was employed seven times for intra-abdominal opera- 
tions; in 1939 it was employed for 659. The rise is 
as great in operations on the brain and in orthopedic 
surgery and is greater still in the region of gynecology 
where the figures were 4 in 1934 and 1060 in 1939. 
There are no comparable figures for this country but 
the general tendency is the same, though Avertin is 
more popular here. Intravenous anxsthetics undoubt- 
edly have immense advantages in rapidity, convenience 
and comfort which commend them to both anesthetist 
and the patient, but their comparative safety remains 
to be settled by long experience. Whether their present 
wide use will continue or whether the historian will 
call them a passing fashion time will show. 





SULPHONAMIDES BY INJECTION 

Tue therapeutic effect of sulphonamides depends 
on an adequate concentration being attained in the 
blood, and it is not possible to be certain that this 
level has been reached without a fairly complex 
biochemical investigation. We cannot assume that the 
same dosage given by mouth to different patients will 
necessarily lead to identical concentrations in their 
blood, because of irregularities in absorption from the 
gut; in fact the failure of certain cases to respond to 
sulphonamides given by mouth may be due to defee- 
tive absorption. That is one argument in favour of 
giving the drugs by injection, but a still more practi- 
eal one is the frequent inability of the patient to 
swallow. Unfortunately, many active sulphonamides 
are only sparingly soluble in water, while the attach- 
ment of a solubilising group to such compounds tends 
to reduce their therapeutie activity. This was found 
to be the case with sulphapyridine, or M. & B. 693, 
the only equally active soluble compound being the 
sodium salt. The production of sodium sulpha- 
pyridine is a normal intermediate in the manufacture 
of sulphapyridine, but knowledge of its high alkalinity 
retarded its use in clinical medicine until Marshall 
and Litchfield? published an account of its chemical 
and pharmacological properties. Gaisford, Evans and 
Whitelaw * recorded their experiences with the 
compound given intramuscularly in the treatment of 
acute infections, and its subsequent success in clinical 
medicine illustrates the possibility of pharmacological 
experimentation being belied in practice. It is often 
an advantage to the practitioner if intramuscular 
rather than intravenous injection is possible, but 
alkaline salts such as sodium sulphapyridine are 
known to cause local necrosis of the muscle into which 
they are injected unless the local circulation is active. 
And the severely ill or collapsed patient who needs 
parenteral therapy is the one most likely to have an 
inactive peripheral circulation. At a recent meeting 
of the Royal Society of Medicine W. R. Thrower * 
demonstrated specimens illustrating this necrosing 
effect on muscle, and also the effect of giving acciden- 





s 
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tally a subeutaneous injection. Taplin, Jacox and 
Howland ° have now introduced a technique which they 
say largely overcomes the objections to giving sodium 
sulphapyridine subeutaneously. An amount of the 
drug ranging from 3 to 7 g. is dissolved in about a 
litre of normal saline, the exact volume depending on 
the patient’s body-weight and fluid balance, and this 
is given slowly by hypodermoelysis into the thighs or 
under the breasts. In spite of the high alkalinity of 
the preparation (pH 105) -no untoward local 
reactions have been observed with a rate of flow of 
200 to 300 ecm. per hour. With this method there 
is no question about absorption, even when vomiting 
is present, and a concentration in the blood-plasma of 
4-10 mg. per 100 ¢.em. can be reached within a few 
hours and maintained for eighteen to thirty-six hours. 
Experience in cases of pneumococcal pneumonia and 
other diseases has proved the efficacy of the method, 
but it is not one that is likely to be applied much 
except in hospitals. What is the ultimate effect of the 
solution on the subcutaneous tissues time alone will 
show, and every opportunity should be faken of 
observing any histological changes, especially in 
patients with some measure of peripheral stasis. 


EASIER LABOUR WITH A LOW-SALT DIET 


Dr. Wadlow ° of St. Joseph, Missouri, wisely remarks 
that a reduction in the pain and duration of labour 
is more important in the minds of the layman than 
any amount of careful supervision of pregnancy and 
labour, and he claims to have attained such a redue- 
tion in a simple way. He observed that patients 
given a salt-free diet for toxwmias of pregnancy often 
had a quick and easy labour and he therefore began 
to put his healthy patients on a diet poor in salt for 
the last few weeks of pregnancy. The effect was 
striking. He gives. figures for the duration of labour 
in 70 patients on a low-salt diet, including 45 primi- 
paras and 25 multiparas, and compares them with 
those for 100 primiparas and 100 multiparas given an 
ordinary diet. In normal cases the average duration 
of labour in the controls was 13 hours for primiparas 
and 7-9 hours for multiparas. In those given a low- 
salt diet the corresponding figures were 6°9 and 4:3 
hours. In abnormal labours the figures were equally 
impressive. Labour was shortened chiefly in the first 
stage, but there wag a decided reduction in the expul- 
sive stage. Wadlow also had the impression that 
labour pains were less severe in a high proportion of 
these patients. The babies were up to average weight 
and the mothers’ lactating ability was not affected 
in any way. The explanation of this observation is 
difficult, but it may depend on the dehydration of the 
maternal tissues produced by a reduction in salt 
intake. Normally the output of urine diminishes and 
water retention consequently increases in the last few 
weeks of pregnancy. This may be a protective 
mechanism intended to act as a reserve against loss 
of blood during labour or to provide for the milk 
supply. One of the large reservoirs for the retained 
water is the uterine musculature, and this physiological 
cedema may impair the efficiency of uterine contrac- 
tions. Similarly @dema of the cervieal tissues will 
lead to slower dilatation. Wadlow suggests that the 
reduction in the severity of labour pains that he 
sometimes observed may be connected with a lessening 
of central and peripheral nervous excitability. He 
points out that there may theoretically be some danger 
in a patient embarking on labour without her full 


5. Taplin, G. V., Jacox, R. F. and Howland, J. W. J. Amer. med. 
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reserve of fluid, though there was no evidence in his 
eases that this was of any significance. He does, 
however, advise forcing fluids immediately after 
delivery to help in the establishment of lactation. 


ASPIRIN AS A POISON 


Tue latest report of the Registrar-General gives 
the number of deaths due to poisons in England and 
Wales in 1938 as 735, about the same as in the year 
before. Of these, 591 are classified as suicide and 92 
as accident, the remainder being doubtful. A faet 
clearly revealed by the report is that these deaths 
are mostly caused by readily accessible poisons—there 
is little evidence of ingenuity. Im no less than 43 
suicides—25 women and 18 men—the drug used was 
aspirin. Aspirin was also the cause of 8 accidental 
deaths and of 14 of the unclassified ones, so that alto- 
gether it was responsible for 65 in the year. This was 
twice the number recorded in 1936, though only 4 
more than in 1937. If the rise can be taken as re- 
fleeting the growth of the aspirin habit it is perhaps 
fair to assume that the consumption of the drug is 
now reaching saturation point. However that may be, 
it is a curious position when a drug that is chosen by 
43 people in a year for the definite purpose of making 
away with themselves and is blamed by coroners’ juries 
for the deaths of 22 others is not a poison in the eyes 
of the law. If it were, some of the suicides who used 
it might have had enough difficulties put in their way 
to make them think again. On the other hand, it 
would need a brave legislator now to make aspirin 
purchasable on prescription only. 





PUNCH DRUNK 


Tue pathology of cerebral concussion is still far 
from being understood, but some experiments described 
by Seott? have carried our knowledge a step further. 
In these single blows of measured strength were 
applied to the heads of dogs while their blood- 
pressures and intracranial pressures were recorded con- 
tinuously. Seott showed conclusively that a blow 
to the head, sufficient to cause a brief period of uncon- 
sciousness, but not to produce any intracranial 
hemorrhage or other pathological alteration detectable 
with the naked eye, is invariab!v associated with a rise 
in the intracranial pressure to a level considerably 
above the existing blood-pressure. Eyster? and 
Wolff * have demonstrated that the cerebral anemia 
that results when the intracranial pressure rises above 
the blood-pressure is complete, that is, it involves not 
only the superficial but also the deep cerebral vessels. 
The brief anemia, however, is not enough to account 
for the unconsciousness, which lasts much longer; one 
must assume the existence of vasomotor reflexes which 
produce more prolonged stasis and anoxia. In keeping 
with this assumption is a fact known from other work,* 
that the rate of change in the cerebral circulation is 
more important than its absolute degree. For human 
beings the knock-out blow in boxing comes nearest 
to these animal experiments. Scott tries to apply his 
results to explain the production of the syndrome 
ealled punch drunk, which is the result of repeated 
boxing injuries.® It is doubtful whether the knock-out 
is always brought about in the same way, and if so 
whether the mechanism is the one reproduced in these 
experiments. However, Scott suggests that the irre- 
parable damage to the central nervous system of 
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some fighters may be -the effect of many sudden 
anoxemias of short duration, the periods of anoxia 
acting cumulatively in damaging the tissues. This may 
be a difficult assumption to justify if there are long 
intervals between the “ accidents,’ but it may help to 
explain (and prevent) the well-known ill effects of 
sparring and too frequent fighting, which seem par- 
ticularly liable to produce damage. One of Scott’s 
observations may be more significant than he thinks. 
In half of his experiments the arterial blood-pressure 
fell considerably, and if the same is true in human 
beings (as Cannon assumed) it will need less force to 
produce a second anoxia after one punch has been 
effective, and this may be the mechanism which leads 
to permanent structural damage and the clinical pic- 
ture of punch drunk. 


ECONOMY IN ERGOT 


Since the outbreak of war shipments of ergot to 
this country have been irregular and the wholesale 
price has risen by something like 300 per cent. It 
is unlikely that the position will become easier for 
some time and the war-time requirements committee 
appointed by the Medical Research Council now urge 
the need for strict economy in the prescription and 
administration of preparations and alkaloids of ergot. 
They point out that many practitioners give ergot 
twice daily to every puerperal woman for a week or 
more after delivery with a view to promoting involu- 
tion of the uterus, but that recent observations and 
statistics have failed to show any difference in the 
rate of involution as the result of prolonged ergot 
therapy. While, therefore, it is wise to give a single 
dose of the drug after delivery, and a case can be 
made out for two or three doses, the committee 
maintain that there is nothing to be gained by further 
administration unless a definite abnormality has arisen. 
Continued administration is needless in normal women 
and may indeed be harmful. Ergot is also used for 
certain cases of menorrhagia, but it is of no value 
for non-uterine bleeding. Ergot is best administered 
in the form of prepared ergot (ergota preparata 
B.P.), which is powdered ergot deprived of its fat and 
standardised, and may be prescribed in 5 grain tablets 
or capsules. Prepared ergot is more economical than 
the liquid extracts, for the methods of liquid extraction 
have been shown to be incomplete and wasteful. More- 
over, the liquid extracts lose their activity more 
rapidly than the defatted powder. 


BLOOD-SUGAR AFTER DEATH 


Hypogtyc#MIA as a cause of death is still rare 
but the possibility may have to be borne in mind 
from the medico-legal as well as the clinical point of 
view. There are difficulties in the diagnosis of either 
hypo- or hyper-glycemia after death because of the 
post-mortem changes that take place in the blood- 
sugar values owing to glycolysis. Hamilton-Paterson 
and Johnson* have now studied these changes by 
repeated blood examinations in fifty cadavers includ 
ing eight of diabetes. They found that 
glycolysis was so rapid that estimations of the blood- 
sugar made more than three hours and a half after 
death were of little significance unless the blood had 
been taken from the left side of the heart. Refrigera- 
tion had little influence on results since it was unable 
to lower the temperature of the internal organs suf- 
ficiently within this period. In eight non-diabetic 
cadavers there was a progressive rise in the sugar 
values of blood taken from the right auricle within 


cases 
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the first 2448 hours after death. The increase 
occurred in the fermentable portion of the blood-sugar 
and was presumed to be due to glucose. There was 
no corresponding rise in non-protein nitrogen, so that 
protein breakdown was not the explanation. The high 
values were associated with a correspondingly high 
content of fermentable sugar in the liver, and it there- 
fore seems possible that the blood obtained from the 
right auricle may have acquired more sugar by diffu- 
sion from the liver, the livers in these cases having pre- 
sumably had a high glycogen content at death. Such 
eases can be distinguished from cases of diabetes 
mellitus because in the latter the blood-sugar value 
is high in both the right and left side of the heart. 
In-vitro experiments revealed little difference in the 
glycolytic power of diabetic and normal blood whereas 
diabetic blood appeared to glycolyse more slowly in 
the cadaver than in vitro. The in-vitro experiments, 
although few, indicated that heparin was as effective 
as oxalate in delaying glycolysis. The conclusion 
drawn from these observations is that post-mortem 
blood-sugar determinations are of little value in the 
diagnosis of hypoglyeemia unless they are made 
within two hours of death, but that hyperglycemia can 
be diagnosed if a value of not less than 200 mg. per 
100 ¢.cm. is obtained in blood drawn from the left side 
of the heart. 


A NEW BOARD OF FACTORY WELFARE 


THE powers of the Home Secretary under the 
Factory Acts have been transferred by an Order in 
Council to the Minister of Labour and National 
Service for the duration of the war. A factory and 
welfare department has been set up in the Ministry of 
Labour and the factory department of the Home Office 
has been transferred there. The new department will 
work in close codperation with the Industrial Health 
Research Board. The Minister will himself preside 
over a factory and welfare advisory board of which 
Air Vice Marshal Sir David Munro, secretary of the 
1.H.R.B., is a member. 


CHEMIST AND LEXICOGRAPHER 


Sir Jocelyn Thorpe, eminent organic chemist, died 
on Monday at the age of 67. After training in London 
and Heidelberg he worked for many years in Man- 
chester, and from 1914 till his retirement in 1938 was 
professor of organic chemistry in the University of 
London at the Imperial College of Science and 
Technology. He was perhaps best known for his 
work on structural organie chemistry, including his 
studies of dynamics, isomerism, the theory of free 
valencies and of ring formation and stability. He 
also discovered a reaction which has been named after 
him. He was joint author of books on the synthetic 
dye-stuffs, and undertook with M. A. Whiteley the 
pious task of editing the great Dictionary of Applied 
Chemistry. 


Surgeon Rear-Admiral Epwarp Svurron, C.M.G., 
who died at Neweastle-on-Tyne on June 5, saw service 
in the East before he was appointed principal medical 
officer of the East Indies Squadron in 1911. At the 
end of the last war he was ir charge of the Royal 
Naval Hospital, Haulbowline, Queenstown, and in 
1920 he was appointed deputy director-general of the 
Naval Medical Service. In 1923 he became second in 
charge at the Royal Naval Hospital, Haslar. Three 
years later he was appointed principal medical officer 
at the Royal Naval Hospital, Chatham, and he held 
this post until his retirement in 1929. 
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SPECIAL ARTICLES 


GESTALT PSYCHOLOGY AND NEUROLOGY 


Prof. K. Koffka, of Smith College and Colombia 
University, has just completed four lectures at the 
Nuffield Institute, Oxford, on ‘‘ Human Behaviour : 
A Brief Survey of Psychology with some Reference to 
Pathological Phenomena.’’ He has been working on 
the psychological aspects of disorders due to diseases 
and injuries of the brain in the Nuffield Department 
of Surgery, and the lectures were primarily addressed 
to physicians and surgeons interested in organic 
cerebral disturbances. The lecturer was introduced 
by Sir Farquhar Buzzard and Prof. Hugh Cairns. 


Professor Koffka began by saying that sensitivity, 
motility, memory and reasoning were all inter- 
dependent functions. In the study of the reactions of 
the individual as a whole a simple receptor-effect 
formula fails to satisfy the facts. Sensory effects are 
controlled by the motor effects they produce. The 
effective side of behaviour should include such things 
as wishes, needs and intentions. Some of the re- 
actions of the individual are determined by the 
environment, some by the self or ‘‘ego,’’ and the 
distinction is not absolute. The first lecture dealt 
with the phenomena of perception, and the distinction 
between figure and ground first established by the 
Danish school. The background on which a figure is 
seen is, said Professor Koffka, as important as the 
figure itself. It is a framework which extends to: 
three dimensions and affects all kinds of perception. 
The background is more stable than the object. The 
effect of local stimulation is therefore dependent on 
the background on which that stimulation occurs. 
Perception must be ‘ organised’’ to have effect. 
Thus the after-image of a portrait has no meaning 
because the intermediate shades are lost. So in some 
occipital-lobe lesions recognition of form may be lost 
because of poor definition (Goldstein, Schneider). In 
agnosia the visual shape may be perceived but the 
organisation with the background lost. Thus in 
object agnosia the patient will behave normally if the 
object being tested is in its proper setting, and yet the 
object will be meaningless when presented in unusual 
circumstances. In this way simple features of the 
process of perception can be rendered obvious in 
patients suffering from cerebral lesions, if only because 
cerebral functions are in them slowed down. 


MEMORY 

The second lecture was a theoretical analysis of 
the function of memory. Dr. Koffka gave as the 
psychological definition of memory “ the totality of 
facts in which the past survives in some form or 
other.’’ A past performance remains part and parcel 
of the structure and influences future performances. 
Thus a continuous sound has to involve the past in 
order to be appreciated as continuous ; the beginning 
of a sentence is already a function of memory by the 
time the end is reached. There is psychological 
‘* organisation ’’ in time as wellasspace. The images 
or traces of something past are not merely added to 
something present, but give the total situation a 
special meaning. A picture of a green leaf looks 
greener than that of a green goat. Recall, and 
remembering in the ordinary sense, are more difficult 
feats than simple recognition. The acquisition of 
motor skill is due to memory, which is thus closely 
related to learning. Past performances leave a trace, 
not just as ripples in the sand reflect previous waves, 
but traces which themselves have wider possibilities. 
Memory appears when the trace is effective, and 
similarity is the main factor in the selection of traces 
to produce memory. The trace is not always avail- 
able, and psychology finds the explanation of lack of 
availability one of its most difficult problems. In 
verbal aphasia the traces remain intact. Disintegra- 








tion of memory for recent events, a common feature 
of cerebral disorder, lies in the disruption of the pro- 
cesses which create the trace, a lack of organising 
power in perception. The disorganisation of recall 
function in aphasia is related to the circumstances. 
The patient may use a word in one context which he 
could not recall in another. It is not the word alone 
that matters. The whole process is changed. This 
kind of difficulty is not essentially a pathological 
process but is encountered in normal people in 
ingenuity problems. So from another point of view 
it is found that in cerebral disease or injury normal 
function is slowed to the point of breakdown. All 
mechanisms are affected. Memory in its effects and 
failures presents an array of facts which continuously 
modifies perception and recall. A general effect of 
injury is to lessen wider implications. 

In the third lecture Professor Koffka described some 
modern experimental psychological work on memory, 
which has developed from the old work of Ebbing- 
haus on learning followed by tests. The material for 
the test must be free from all implication, and for 
this reason nonsense syllables and numbers are used 
in the test. Many laws have been formulated. It 
is possible to measure the energy required to remember 
(number of repetitions necessary for recall) and the 
damage done to memory by other occupation in the 
interval between learning and recall. Memory for 
certain events is improved by laterevents. Professor 
Kofika deprecated the use of words such as facilitation 
and inhibition for these processes in the present state 
of knowledge. The tests show that memory traces 
interact with each other. The old conception of 
learning wearing a deeper channel (canalising) did not 
fit the facts. Learning is affected by such factors as 
uniformity of the material and massing of similar 
material. Massed traces lose their individual cha- 
racteristics. All the principles found are applicable to 
voluntary recall as well as to recognition and memory 
perception. The survival of a memory trace depends 
on the “ organisation ’’ of the original material. It 
must be bound into a system or situation. If traces 
are left alone they will disintegrate, especially if they 
are at the limit of the individual’s capacity, and this 
is seen as a failure of voluntary recall in patients with 
cerebral damage. The rapid progress made in work 
on memory from the point of view of the experimental 
psychologist is due to the application of the laws dis- 
covered in relation to perception. Thus two separate 
fields of psychology can be unified under the same laws. 


INFLUENCE OF ENVIRONMENT 

In his last lecture Professor Koffka returned to the 
effect of the environment in inducing reactions. 
Instancing the process of accommodation of vision to 
a near object, and the steps which occur between 
initial perception and a final state of more accurate 
perception he laid down that through its action the 
organism changes the conditions imposed on it and 
thereby alters its senses. The initial perceptive 
process supplies-the force and the energy. All actions 
are governed by this principle. Behaviour takes 
place in an environment and is determined by stimula- 
tion arising from that environment. Actions cannot 
be studied without reference to the external world, 
the ‘ perceptual world.’’ A self or “‘ego”’ acts 
within the environment. Psychology cannot build 
up a system without a “self.” The self is in the 
environment just as is any other object. The ego 
and the environment form the ‘‘ total field.” All 
variations occur between the two extremes, the one 
where both ego and environment are little differenti- 
ated and what happens to one happens to the other, 
and the other where the ego is overemphasised. The 
emphasis varies from time to time in the same indi- 
vidual. An action can only be understood fully if the 
framework in which it arises can be well defined. Loss 
of functional framework means loss of security (‘* like 
trying to stand on one leg with one’s eyes shut ’’). 
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There are not only spatial frameworks, but also 
intellectual, social and moral frameworks. Loss of 
any one of these means loss of security (instancing 
minority problems as an effect of a social instability). 
In cerebral damage failure over a task or an adjust- 
ment brings about a ‘‘ catastrophic reaction ’’ (Gold- 
stein). The patient then fails chaotically in the sim- 
plest tests and complains of headache and giddiness. 
In severe degrees speech may be lost. The patient with 
cerebral injury has to limit his field and stay within 
the security zone. Security is connected with “ free- 
dom ”"’ just as much in intellectual function as in 
socialevents. Professor Koffka instanced a dysphasic 
patient who when shown a fountain pen and asked 
what it was said ‘‘ a quarter to five.’”’ He had been 
anxious about the time, and a previous glance at his 
watch determined his behaviour. His behaviour was 
not free to transfer from one process of thought to 
another. 

Perseveration of speech, a common feature of 
aphasia,is due to the same loss of freedom of intellectual 
function. Here again actions are determined not 
by the present situation but by actions gone before, 
for all perseveration is related to a trace of a pre- 
vious performance, and is more obvious the more 
difficult the task (Goldstein). Such a defect is an 
exaggeration of a normal process, such as occurs when 
a difficult new word is acquired and is then applied 
to other later and not quite appropriate ideas. Per- 
severation in agnosia and apraxia is an instance of 
the same phenomenon in other spheres. Object 
agnosia is not due to failure of visual organisation, but 
to a failure of objects to find a proper background. 
If the framework is provided by a previous perform- 
ance perseveration results. 

Loss of ‘‘ freedom "’ in patients can be seen as an 
inability to do things, particularly when the actions 
need much support from memory. Words come 
easily sometimes, but with most difficulty in situations 
requiring spontaneity. Thus concrete words are the 
easiest to produce from memory. The assessment of 
freedom of action is made on two criteria—actions 
should follow intention and should be adequate for 
the total situation. Adequacy comprises both facts 
in the ego and in the environment. A response may 
be very concrete though adequate. Primitive peoples 
are very concrete in thought, and abstract behaviour 
is developed by western civilisation. Patients with 
cerebral lesions become more concrete in their type 
of reaction. 

These novel points of view advanced by Professor 
Koffka have aroused great interest for they explain 
many curious features of the disorders seen in aphasia, 
apraxia and agnosia, and promise wider application. 
The unsatisfying nature of current theories of aphasia 
is widely felt and a contribution of this kind not only 
opens the way to a better understanding of this kind 
of disorder but through that allows better assessment 
of the nature, extent and progress of cerebral damage. 

D. D-B. 


LOCAL GOVERNMENT POSTS IN IRELAND 
(FROM OUR IRISH CORRESPONDENT) 


A prim to make certain amendments in the law 
relating to local government has been introduced into 
the Dail by the minister for local government and 
public health, and was circulated a few days ago. 
In it is buried a provision which gravely affects the 
existing rights of medical and other officers of local 
authorities. Section 23 proposes to empower the 
appropriate minister to declare any specified age to be 
the age-limit for officers under the local authorities, 
and when such declaration has been made the holder 
of an office who has reached the specified age shall 
cease to hold such office. Moreover, in that event he, 
for the purposes of existing enactments concerning the 
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superannuation of officers of local authorities, shall 
be deemed to have become incapable of discharging 
the duties of such office with efficiency by reason of old 
age and shall be deemed to have resigned such office. 
In fact, the bill provides for a compulsory age of 
retirement of the officers of local authorities without 
making any alteration in the scale of superannuation 
provided by existing laws. There are some eight or 
nine hundred medical men holding offices under local 
authorities at the moment, and it would appear that 
a grave change in their conditions of employment, 
either now or in the future, is proposed to be made 
to their detriment without their consent. This seems 
to be contrary not only to natural justice but to 
existing practice. 

It will be remembered that some four or five years 
ago the department of local government and public 
health sent a cireular letter to the several local 
authorities under their control, advising them to invite 
any officer who had reached the age of sixty-five years 
forthwith to resign. A few, believing that they had 
no option but to do so, sent in their resignations. 
The Irish Medical Union advised its members that 
neither the department nor the local authorities could 
compel resignation unless the individual officer could 
be shown to be rendered incapable of performing his 
duties by old age or bodily ineapacity. Without 
formally withdrawing the circular, the department, 
recognising its blunder, forbore from pressing any 
further advice on the local authorities. There is no 
doubt much to be said in favour of the imposition 
of an age-limit for the holding of public offices, but 
it is impossible to justify the compulsory application 
of a new condition to their detriment on those who 
have entered the publie service on other terms. 





UNION OF SOUTH AFRICA 


Earuy this year Dr. A. J. Orenstein was appointed 
director-general of medical services to the Union 
Defence Force. Except for the word “general” the 
appointment is the same as the one he relinquished 
in June, 1919. The rank is that of colonel, as it was 
21 years ago. The medical service is basically similar 
to the other branches of the defence force. It con- 
sists of a few officers, W.O.s, N.C.O.s and men on the 
permanent establishment, a certain number of ambu- 
lances with attached medical officers for regimental 
duties, and hygiene sections on what is called the 
Active Citizens’ Force. These are the backbone of 
the whole organisation. They undergo an annual 
period of continuous training and attend periodical 
evening or afternoon instructional parades, lectures, 
&e. Most of the personnel are volunteers. There is 
also a reseyve of the A.C.F. The war organisation 
is being built up on these A.C.F. units, at present on a 
voluntary basis, with the assistance of the medical and 
trained nurses’ associations. Some 80 per cent. of 
the medical profession have volunteered their services 
for war work, either full or part-time, and about 
half of these have offered to serve in any theatre of 
war. The response from trained nurses has been 
equally gratifying and the same applies to the dental 
profession and health workers. Our correspondent 
adds: “On the whole, for a small people far away 
from the war theatres, we are not doing so badly. 
We are not lacking in understanding of the justice 
of our cause, nor in desire to do all we can to win the 
war. We can do oygly what we can manage to do in 
our circumstances. It may be but a very little, but 
I doubt not we shall do it reasonably well. So do 
wish us luck.” And we certainly do. 
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WITH THE B.E.F. 
MEDICUS, M.P., IN FRANCE 





To write of visits, inspections and special units in 
the B.E.F. up to the beginning of the German offensive 
on May 10 is to write of something which has lost its 
immediate interest for the medical administration but 
which has become part of a glowing page of history. 
The story of the B.E.F.’s battle out of Flanders to 
the coast after the surrender of the Belgian army by 
King Leopold and the unsurpassable bravery of 
officers and men makes a picture like an ancient 
tapestry of the most splendid human qualities. But 
the fact that the B.E.F. has fought its way out as a 
welded, organised disciplined foree shows that the 
army of a democracy can do something that Hitler’s 
driven men could never do. Though the army were 
outnumbered on the ground and the Air Force in the 
air the B.E.F. have outfought the highly mechanised 
German forces, not only because the quality: of the 
individual British soldier and airman is higher than 
that of the German, but because the disciplined organi- 
sation of the Army and Air Force is a_ better 
organisation. Our men are better than the Germans 
and our machines are better than theirs. 

All that I saw in France of the care for the men’s 
food, billets and recreation, the measures for the pre- 
vention of disease and the maintenance of good 
physical condition, has been shown in the last three 


weeks to have had magnificent results. The unbeaten * 


B.E.F. has been subjected to the most furious of 
attacks on its morale as well as on its physical 
defences. And anyone who has seen or talked to 
officers or men returned from Flanders knows that 
their morale is even higher than before and that their 
physical efficiency only needs sleep to restore it to 
the hundred per cent. level. 


* * * 


When I was with the B.E.F. I met a number of the 
officers of the department at G.H.Q. which deals with 
press matters. They were cheery, pleasant, unper- 
turbed and casual about possible dangers of bullets, 
bombs or shells as such a mess always is. After Dun- 
kirk two of them came to see me at the House of Com- 
mons. One of them explained it would be a bit of a rest 
“ to listen to a debate after being bombed and machine- 
gunned pretty continuously.” These two men had 
“ assisted slightly,” as one of them said, at the battle 
of Louvain and motored over the Belgian roads 
jammed with erowded refugees “like Derby day.” 
They had been bombed on the roads, but the German 
aim was bad, and they had seen the refugees bombed. 

One officer recalled that at three different places in 
Belgium he had seen ordinary respectable Belgian 
women clench their fists at the sky as German dive 
bombers went by and eurse “Ces sales Boches de 
Leopold.” This was before King Leopold had sur- 
rendered his army and the terms of the curse were 
diffieult to understand. Those three women in places 
in Belgium widely separated from each other must 
have had some foreknowledge of King Leopold’s 
actions. Qne of my two friends had been in charge 
of part of the demolition work at Boulogne when 
docks, cranes and other works were blown up. And 
he looked just the same as he had been in France when 
G.H-Q. was still a place of calm and quiet in a lovely 
old town filled with a quietly busy civilian population 
and plenty of good shops with everything one needed 
to buy. Among other duties these two officers had 
acted as scouts to spot the approach of German tanks 
over the hill into Boulogne. They described how they 
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saw them come lumbering slowly along heaving up 
over the crest of a field parallel with a road and then 
dip into a hollow. 

Clearly both the human material and the armament 
equipment of our armies are excellent—but we want 
more of both. The morale of the army officers and 
men could hardly be higher—my friends did not “ jest 
with death,” they just took the chance of death or 
wounding quite casually and left it at that. 

* * _ 


In the light of the war since May 10, on the fighting 
side we need more machines, particularly fighter air- 
eraft and tanks, but on the medical side we probably 
need less. Elaborate apparatus of cylinders and 
bottles on big stands for the giving of anesthetics do 
not fit in with a war of movement. And other elaborate 
equipment should probably be cut down in battle units 
and transferred to those on L. of C. The M.O. of a 
battalion or of a field ambulance will have to be less 
of a surgeon or physician and more of a soldier whose 
duty it is to clear the wounded away from the battle 
area in the shortest possible time. And for this pur- 
pose it is well worth while our Army medical authori- 
ties examining the possibilities of the French form 
of wheel-stretecher. This is a low-slung stretcher to 
which the wounded man is strapped almost in the same 
way as to a navy stretcher, so that he can be moved in 
any direction without displacement. The stretcher 
with the wounded man on it is only a foot or so 
above the ground and below the centre of gravity of 
the wheeled apparatus as a whole. The apparatus is 
economical in man-power—two men can take it any- 
where—and it is safe for the wounded man. 

7 * * 


The next great trial of strength our nation will 
have to face may very well be in the homes of the 
civilians in our cities and not in the armies in the 
field. Is the care given to the civilian population to 
guard it against disease as good as that given to 
the Army? Is the nutrition of the civilian population 
as good as that in the Army? Is the civilian morale 
as good as that of the Army? Nothing less than 
B.E.F. standards of courage and endurance will be 
enough for the civilian population under bombing 
attacks from the air and the attempts at landing of 
troops. The high standards of the B.E.F. rest on a 
very solid foundation of excellent organisation and 
excellent nutrition. We had better look to it that our 
civilian standards are as good as those of the Army— 
for they will need to be. The war in Flanders with 
refugees machine-gunned and bombed on the roads 
while furious air warfare and land warfare went 
on round about them has its simple lesson on totali- 
tarian war. We are all in it. 


SCOTLAND 
(FROM OUR OWN CORRESPONDENT) 





MENTAL DEFECTIVES 


Ar a recent meeting of the Seottish Association for 
Mental Hygiene several speakers urged discharge 
from the army of a small proportion of mental 
defectives who had entered the services. Dr. R. D. 
Clarkson said that one of the major problems at the 
present time was the fact that mental deficients were 
being conseripted into the fighting services. They had 
records of almost 200 certified defectives who were 
now serving in the army. Experience in the last war 
had shown him an extraordinary thing that many 
mental defectives who joined up did surprisingly well. 
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One youth whom he knew was awarded the Military 
Medal for gallantry as an ambulance driver in 1918. 
Many mental defectives could fight, and did fight, as 
well, as hard and with the same sort of feelings as 
normal soldiers and it was important to remember 
that there would probably be no more than 1 per cent. 
of defectives in the army, which was about the same 
proportion as existed in the general population. The 
American army of the last war, the only army which 
was mentally measured, had an average mental age of 
under 12! Dr. Kate Fraser, commissioner of the 
Board of Control, said that though they could all give 
individual eases of satisfactory military services ren- 
dered by defectives, the present war was different 


from the last. The handling of mechanical con- 
trivances demanded high intelligence. . Defectives 


could not operate tanks, range-finders, and wireless 
although they might make good infantrymen. She 
said that she was convinced that no defective should 
be allowed to have a lethal weapon. When it was 
reported that a soldier was mentally deficient he was 
discharged and sent home. That was discouraging 
and some of them would make excellent members of 
labour corps. Some form of group-testing could 
surely be established in the first few months of train- 
ing and those with lower intelligence could be under 
observation. Prof. James Drever, D.Phil., said that 
a man of low intelligence could be a danger not only 
to himself but to others. Indeed the question was one 
which concerned not only those who were frankly 
defective but also in the borderland between deficiency 
and normality. The meeting decided to approach the 
Seottish Command to see what could be done to 
obtain the discharge of mental defectives from the 
army. 
CARNEGIE UNITED KINGDOM TRUST 
The policy of this trust has always been of peculiar 
interest in Seotland since so many of its activities 
have been concerned with Scottish affairs and with 
the provision of financial assistance to Scottish insti- 
tutions. During 1914-18 the trust’s work was prac- 
tically uninfluenced by war conditions. Today the 
situation is quite different, for in the last 25 years 
its activities have spread over a much wider area. 
The effect of the war on its activities is described 
in the recent annual report. Applications for financial 
grants will continue to be sympathetically entertained 
from bodies which, after receiving aid from the trust 
in the past, had become self-supporting, but are now 
in danger of collapsing. Applications will be con- 
sidered on their merits from bodies aided by the trust 
which found that the war meant an intensification of 
their activities. The intention of the war-time policy 
is to preserve the greatest possible measure of fluidity. 
All consideration of a long-term policy has been post- 
poned in order to apply the trust’s resources where 
they are most needed, whether for immediate projects 
or for the task of post-war reconstruction. Of par- 
ticular interest perhaps to the medical profession 
is the statement that the whole of the field work of 
the nutrition inquiry carried out under Sir John Orr, 
F.R.S., has been completed. An interim statement of 
the findings has been issued and the material is now 
available for a final report. 
GLASGOW 


ROYAL INFIRMARY 


\ new outpatient department and rehabilitation 
for this hospital has been constructed and 
equipped at a cost of over £100,000 and was recently 
opened by Mr. John Colville, M.P. The building was 
purehased from the Royal Glasgow Asylum for the 
Blind and has been reconstructed in order to meet the 
needs of over 1000 outpatients daily. Up-to-date 


centre 


STATES 





OF AMERICA [JUNE 15, 1940 
facilities for physiotherapy and rehabilitation are pro- 
vided in order to handle the large proportion of indus- 
trial accidents with which the infirmary has to deal. 
NEW HOSPITAL IN FIFE 

The Fife county council has recently completed the 
new Cameron Hospital, Buckhaven, at a cost of 
£85,000. This hospital was intended for the treatment 
of infectious diseases but it has been decided to use 
it for the reception of civilian air-raid casualties. 
After correspondence between the county council and 
the Department of Health for Seotland it has been 
suggested that the department should undertake the 
entire financial responsibility for the working of the 
hospital, including post-war replacements and repairs; 
that the department should pay the salaries and wages 
of all members of the staff, but that the entire running 
of the hospital should remain in the hands of the 
local authority. It was also recommended that the 
department should supply all equipment other than 
that required for an infectious diseases hospital and 
that the local authority should be empowered to use 
one of the blocks for the reception of cases of a more 
medical type. The public-health committee accepted 
these recommendations and discussion with the 
Department of Health proceeds. 


UNITED STATES OF AMERICA 
(FROM OUR OWN CORRESPONDENT) 


EPIDEMIC ORIGINATING IN A TRAILER CAMP 


Nor long ago it seemed likely that a large part of 
the population of this country was about to exchange 
stationary for mobile residence. This promise has 
not been fulfilled. The latest statistics for Yellowstone 
National Park are for 1938 and in that year 597 
trailers entered the park with an average of 3-89 
persons per trailer. At the present time, however, 
the traveller on our main highways meets many fewer 
trailers than he did. 

An epidemie of typhoid fever and gastro-enteritis 
originating in a trailer camp near Oswego, New 
York, has convinced epidemiologists in this country 
that trailer travel is still a matter of serious import 
to them. The circumstances were described by Drs. 
Paul A. Lembeke and Philip J. Rafle at the meeting 
of the Medical Society of the state of New York on 
May 9. The district office of the New York state 
health department was notified on Aug. 28, 1938, that 
several people in a trailer camp at Chautauqua Lake 
were ill of an enteric infection. Investigation of the 
samp on the same day disclosed 8 cases of typhoid 
fever in four related family groups who had been 
touring the country in four trailers. Two families 
were from Rhode Island, one from Texas, one from 
Louisiana. Investigation of all cases of typhoid fever 
reported in the state directed suspicion to a camp 
at Oswego. From the registration records of the 
camp investigation was extended and 18 cases of 
typhoid fever were found to have occurred among 
persons who had patronised this camp during the 
first ten days of August. Since the registration was 
very imperfect it is probable that there have been 
other cases which could not be traced. Of the 18 
known eases 3 died and 2 became chronic typhoid 
sarriers. Water at the camp was supplied from a 
well located in fissured limestone rock. This water was 
unfiltered and unchlorinated. Two cesspools, a pit 


privy, an open-joint line from flush toilets to the 
cesspools, a lavatory seepage pit, and a septic tank 
were all located within 166 feet of the well. 
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The infected trailer population had travelled some 
distance before their illness was brought to the atten- 
tion of the health department. Had they in the mean- 
time pitched an informal camp on a watershed serving 
a municipality with raw water, a disaster of some 
magnitude might well have resulted. The fact that 
the permanent residences of the typhoid-fever victims 
are in no less than seven different states points also 
to the special hazard of spreading communicable 
disease through this form of travel. Lembcke and 
Rafle draw attention to the importance of supervising 
trailer camps and giving instruction to the proprietors. 
They commend the regulations set out in the year- 
book of the American Publie Health Association for 
1938-39. 

TUBERCULOSIS IN YOUNG WOMEN 

Another paper read at the same meeting by Drs. 
Robert E. Plunkett and Julius Katz concerned the 
investigations made by the state health department 
into the incidence of tuberculosis in certain groups of 
young women. They point out that since 1915 in 
upstate New York the tuberculosis-rate has declined 
more rapidly among males than among females in all 
age-groups except those over 45 years, and that the 
difference is greatest in the age-group 15 to 24 years 
where the rate has decreased by 86 per cent. in males 
as compared with 79 per cent. in females. In the 
three-year period 1936 to 1938, 26 per cent. of all 
eases of tuberculosis reported among women in upstate 
New York were between 15 and 24 years of age and 
53 per cent. were between 15 and 34. These findings* 
bring out the importance of looking for cases of active 
tuberculosis among young women. Investigation in 
the age-group 15 to 24 years carried out by the state 
tuberculosis hospital clinics during 1937 yielded 3-1 
per cent. cases found among those examined compared 
with 2 per cent. in males of the same age-group. 
Special studies have been carried out among normal 
school students, a school for female delinquents and 
a group of women in a food-packing industry. The 
7000 individuals in these three groups yielded but 0:4 
per cent. of active cases of tuberculosis. It is pro- 
posed to continue these studies in other selected groups 
of the population. 


SALMON MEMORIAL LECTURES 

These lectures were to have been given this year by 
Dr. Alexander Luria, but the difficulties of travel from 
Russia have decided him to postpone his visit to the 
United States. His place will be taken by Dr. Nolan 
D. C. Lewis, director of the New York State Psychia- 
tric Institute, who for the past five years has acted 
as coordinator of research in dementia precox for the 
Seottish Rites Masons. The lectures will be given at 
the New York Academy of Medicine on Nov. 8, 15 
and 22. 


MEDICINE AND THE LAW 


Hospitals and Certificates of Insanity 

Last week the Solicitors’ Journal ventilated a soli- 
citor’s grievance against the medical superintendent 
and secretary of. a rate-aided mental hospital. He 
was acting for a client who sought a divorcee on the 
ground of insanity under Section 2 of the Herbert 
Act. He could not begin proceedings without a 
recent medical report. The hospital, claiming to be 
acting on the express instructions of its committee, 
refused to give him a certificate or any other informa- 
tion. This obstruction, says our contemporary, nulli- 
fies the effect of the statute so far as this prospective 
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petitioner is concerned. The Board of Control, with 
consent of the Ministry of Health, has decided to 
make all statutory documents available. The atti- 
tude of a local authority, in refusing to follow so 
clear a lead, is described as monstrous. A year ago 
the President of the Probate Divorce and Admiralty 
division drew attention to a similar act of obstruc- 
tion and expressed the displeasure of the court at 
being thus treated. Counsel attended the court next 
day on behalf of the corporation concerned and the 
committee of the hospital, and expressed unqualified 
regret. The President remarked upon the seriousness 
of the failure to lend assistance to litigants in the 
early stages of their proceedings. If this incident 
were brought to the notice of any hospital which 
has not yet fallen into line, it would presumably have 
the effect which the Solicitors’ Journal justifiably 
desires. 

The complainant drew attention to a second diffi- 
culty. The hospital committee, it seems, was unlikely 
to meet for some months. If, after waiting until 
the committee met, he succeeded in obtaining a 
medical report, he was not certain that his client 
would be able to pay the fees required for bringing 
a medical witness to London. Petitions for divorce 
on grounds of insanity are put into the list of de- 
fended cases. Only undefended cases can be taken 
at assizes except where the parties are “poor per- 
sons.” There are many prospective litigants whose 
incomes are not so low as to bring them within the 
Poor Persons Rules, yet not so large as to enable 
them to pay the fee required by a doctor who has to 
come to London to give evidence. This, observes our 
contemporary, is a matter of distinct hardship, a 
reform awaiting attention in more propitious times 
and meanwhile deserving wide publicity. 


Psychological Pain 

The same journal briefly reports a workmen’s com- 
pensation case where a colliery company contended 
that the sole pain from which he suffered was the 
memory of the pain before a surgical operation; the 
pain was said to be similar to that felt by a patient 
in his toes after his leg had been amputated. The 
applicant suffered a leg injury and underwent an 


‘operation, being paid full compensation for a time, 


and afterwards, when adjudged fit for light work, 
having the amount reduced to 3s. 7d. a week for partial 
incapacity. In March, 1939, he found himself unable 
to do even the light work. In the following October 
the case was again before the county court and was 
adjourned for a second operation to relieve the pain 
in the leg. At the adjourned hearing the workman 
said his leg was no better, while the respondent com- 
pany’s medical witnesses maintained that the pain 
was entirely psychological. The court awarded full 
compensation down to Jan. 23, 1940. Pain being a 
subjective sensation, not necessarily identified with 
objective signs visible to the examining surgeon, this 
type of case presents obvious difficulty. The recently 
issued official statisties for workmen’s compensation 
for the year 1938 indicate, by the way, that in rather 
more than 75 per cent. of disputed cases the workman 
wins. 


On June 22 at 6.45 p.m. in the series of talks ‘“‘ I Knew a 
Man,” Sir StClair Thomson will speak on Lord Lister. 


The council of the Tuberculosis Association has decided 
that it would be inadvisable to hold the provincial meeting 
in Oxford on June 27 and 29. All meetings have been 
postponed until further notice. Communications should 
be addressed to the hon. secretary at the London Chest 
Hospital, Victoria Park, E. 2. 
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IN ENGLAND NOW 


A running commentary from our Peripatetic Correspondents 


As a worker in the academic field, engaged only at 
long intervals in jobs that might legitimately be 
defined as war-work, the organisation of the Local 
Defence Volunteer Force seemed to me to offer a 
welcome opportunity of playing a small but more 
direct part in the country’s wareffort. With, or more 
often without, permission I had roamed through 
nearly every field and wood in my country village, 
so at least I was well qualified to patrol its boundaries. 
There would, too, be a peculiar pleasure in securing 
thus the right of entrée to the few remaining areas 
which an irate farmer or testy squire had denied to 
me. A colleague kindly warned me that I should 
soon find the duties boring. Idid not deny it. War, 
I remembered, has been defined as long periods of 
intense boredom punctuated by short periods of 
intense fear. Icould easily recall personal experiences 
of both during 1914-18, and should certainly have no 
grounds for complaint if the former were to prevail in 
1940. Twenty-three years ago, proud pilot of a 
Sopwith ‘‘ Pup,’ 1 had made my last dawn-patrol 
over the Dardanelles, looking down on the Turkish 
shipping, eager to spot any changes in its dispositions, 
in its entries and exits from the Narrows. Now it was 
to be on foot, eyes fixed up rather than down, slowly 
encircling an obscure village on the Chiltern Hills, not 
ten miles from the pleasant and peaceful retreat of 
THE LANCET itself. And as | watched the perennial 
beauty of the dawn of a new day I thought that there 
was indeed something to be said for a duty that drove 
one from one’s bed at 2.15 0na fine June morning. It 
seemed too that an unscrupulous “ parashot ”’ could 
live very comfortably ‘“ on the country,’ at this time 
of year, before its inhabitants wakened to their tasks. 
My own round took me through a poultry farm with a 
daily production of over a thousand eggs where hens 
were already uttering their cries of relief and triumph 
over their first stages of maternity ; past cows only 
waiting for some kind soul to empty their distended 
udders ; and along the banks of a river pool from 
which trout might be tempted by fair means or foul. 
No fisherman myself I speculated on the latter ; how 
did one set about tickling their tummies ? Advice 
would be welcomed from readers versed in the art. 
On my second patrol I had as companion the chauffeur 
of a local business magnate. In the mysterious light 
‘twixt night and day he drew caressingly from his 
pocket a long and tapering knife. ‘ This is the 
weapon I like to have handy,’ he said. Warnings 
against trusting even one’s best friend to-day flashed 
through my mind. Was I to be ignominiously 
bumped off by a fifth columnist ? But no, he was a 
good Englishman, with much to tell me about the 
habits of the countryside—not excluding rich em- 
ployers—and a proper regard for his words of 
emphasis. The moment for intense fear had not 
come yet. e ¢ ° 

To visit a preparatory school is an excellent method 
of escaping for a time from the atmosphere of war. 
The young, thank Heaven, are not gravely concerned 
about the fate of nations and have a trick of being 
able to give their whole attention to the things 
around them. Within my small orbit are two 
preparatory schools run on very different lines. The 
one is ‘“* modern ’”’ and unconventional. The pupils 
are subject to few rules, call the staff by their christian 


or nicknames and are taught neither manners nor 


cricket. The other school is as conventional as may 
well be. Here the staff are treated with respect and 
good manners are insisted on no less than the import- 
ance of keeping the left elbow up when playing back. 
The children at both schools appear to be equally 
happy, attractive and devoted to their preceptors, 
from which it might be inferred—as some of us have 
been suspecting for a long time—that the educator is 
of more importance than any particular system of 
education. 


Those of us who served in the last war and who, 
though past our physical prime, have not yet reached 
the last stages of decrepitude are inclined to feel rest- 
less when we read or hear of the big battles. It is 
not so much that we want to go through these grim 
experiences (for we have a shrewd idea of what they 
are like) but we know that later on we shall wish that 
we had been through them. The fact that he is not 
actively participating in this war is apt to inspire in 
the ex-serviceman something akin to a sense of guilt 
which is not fully dispersed by the conventional 
reflection that we are all in a total war. Recently 
I discussed this point with a lifelong friend seriously 
wounded in the 1918 Somme, at which I also was 
among those present. ‘‘ What you’ve got to remem- 
ber, old boy,”’ he said. ‘‘ is that you and I have already 
been killed once.’’ From this profound observation 
I derive a certain comfort. 

- ~ * 


It is easy for a reviewer to condemn any book. He 
has but to pounce on a point with which he is in dis- 
agreement and harp on it. It is much harder to find 
the good that he should look for in every book how- 
ever profoundly he may disagree with it. Every 
writer is entitled to this until the contrary is proven, 
just as a man is entitled to be believed until you know 
him to be a liar. But short of being a liar, there is 
many a man who handles the truth carelessly ; he 
may write what he believes is right so carelessly that 
it may do more harm than actual wrong. This is 
where the reviewer’s task is hard, especially with 
medical books. The reviewer may hold his own views 
strongly and yet have to admit they may be wrong; 
he may hate the opposite view and yet have to admit it 
may be right, and bring out the points in its favour. 

Then there is the question of finance. Dr. Johnson 
said: ‘*‘ No man but a blockhead ever wrote except 
formoney.’’ It is no doubt reasonable to deduce that 
all the members of our profession who can give a 
single reference in the Medical Directory are either 
blockheads or write for money, directly or indirectly. 
** Numerous instances to refute this,’’ goes on Boswell, 

‘ will occur to all who are versed in the history of 
literature.’’ Blessings on Boswell. He absolves 
most of us thereby. And yet we do write for gain, 
even reviewers. The young write to gain a position, 
the middle-aged to retain it, the elderly in the hope of 
yet afew more patients. This underlying commercial 
vein in medical literature is well exemplified in the 
specialty-in-general-practice type of books. How 
does the treatment of the patient differ in one form of 
practice from another? No doubt the publisher has 
an influence here. He gets someone to write a book on 
the elements of his subject. The author puts into it 
all he has been teaching his students, envisaging the 
various lives that they may lead in all parts of the 
world, in the public health service, or with the Forces, 
as well as in general practice. And then the publisher 
adds as a subtitle, ‘‘ A book for general practice ”’ as 
though it were not meant for all those in other walks 
of life. In the past the G.P. has been his best cus- 
tomer; and hé must recoup himself for advertising 
our wares ; even a publisher has to live. But perhaps 
this phase will pass, for it is doubtful today whether 
half the profession are in general practice, and the 
proportion is sure to diminish still further in the future. 
As he finds a wider market, he may no longer want us 
to write for a clique. 

A book must aim at the truth, yet it cannot con- 
tain the whole truth, nor is it within the bounds of 
human nature to include nothing but the truth. Even 
were the writer so inhuman that he could not err, still 
the world of medicine would slightly change before his 
typescript became print. The reviewer must also 
serve the truth, but he does not do so by enumerating 
minor blemishes—a private note to the author, by 
way of an editor, will be more helpful. 
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‘“‘Turrible times,’ said the large bucolic man, 
lowering himself on to at least three-quarters of the 
‘bus seat we were to share. ‘* And the worst of it is,’’ 
giving me a suspicious look, ‘‘ you don’t know who 
you are talking to.’’ ‘‘ That’s very true,’’ I said, and 
tried to give his large honest countenance what I 
hoped was an equally suspicious look back. This 
preliminary formal scrutiny over the way was 
apparently open for a cosy chat. ‘‘ Just been to 
O—-—.”’ he said, “‘ turrible lot of soldiers there.’’ 
‘* Back from France ?’’ Lasked. ‘ That’s right,’’ he 
said, ‘**some of them looked all right, but some of 


FRANCIS JAMES STEWARD 
M.S. LOND., F.R.C.S. 


Mr. F. J. Steward, who died at Kingswood on 
May 31, at the age of 68, had given his whole pro- 
fessional lifetime to Guy’s Hospital, and as 
“ Frankie ” had become a tradition there. The regard 
in which he was held was remarkable, for few were 
on terms of real friendship with him. He was 
reserved and difficult to know, though easy to 
approach. It was his directness and genuineness that 
appealed both to his col- 
leagues and his students 
and made them trust him 
implicitly. 

He was born at Bitterne, 
Hants, the son of J. D. 
Steward, and was educated 
at Bedford. As a student 
at Guy’s he took the school 
gold medals in anatomy 
and physiology, another in 
his intermediate M.B., first- 
elass honours in his final, 
the Beaney prize for patho- 
logy and the treasurer’s 
gold medal for clinical sur- 

Vandyk gery and clinical medicine. 
After doing house appoint- 
ments he demonstrated anatomy in the medical school 
and was assistant in the throat department, and he 
was appointed to the surgical staff at Great Ormond 
Street. It was not long before he got on the staff 
at Guy’s, and he was the last assistant surgeon there 
who also had charge of the throat department. 
Writing never appealed to him, but at this period he 
was joint author with W. H. A. Jacobson of “ The 
Operations of Surgery ” and edited the Guy’s Hospital 
Reports. 

In 1912 Steward had to choose between becoming 
a full surgeon or a surgeon in his special department, 
and he decided to remain on the general side. Laryng- 
ology and rhinology thus lost a great exponent, writes 
T. B. L.; his aceuracy of observation, his critical 
aeumen and his balanced judgment would have had 
a great influence in that specialty. His views were 
based on wide general principles. One of these was 
that in the upper respiratory tract nature demands 
that there should be a due proportion of area of 
mucous membrane per cross-section of air-way. The 
applications of this in clinical rhinology are endless. 
He had an unusual knowledge of rare lesions in the 
pharynx and never forgot them, so that even when 
he had not been dealing with such cases for twenty 
vears his opinion was as sound as that of his col- 
leagues who had been constantly at it. He used to 
say of any rare appearance that you would find it 
deseribed in Morell Mackenzie, to whose book he used 
to turn whenever he was in doubt. He had long 
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them looked pretty tough. This morning on the way 
to Watford,’’ he went on, ‘‘ 1 was talking to a lady in 
a *bus.’’ (I found this easy to believe.) ‘‘ Her 
husband was in France. She said he’d joined up 
years too late for her. They’d been married seven 
years and had neither chick nor child. Seems he 
used to lock the door at 8 o’clock every night and go 
straight to bed. Used to punch something horrible. 
Still she said he was a good enough husband.”’ 
opened my mouth, but my heavy friend was getting 
oft the ’bus before I could ask if he had ever talked to 
a lady with a bad enough husband. 


agile fingers with which he would find an unexpected 
gland among the scalene muscles and could palpate 
the sinus pyriformis without making the patient 
retch. His slow dilation of a subglottic stenosis was 
a masterly example of care for detail and gave the 
best results to be had in this serious condition, but he 
could not be got to collect his cases and describe them. 
He was one of our earliest exponents of endoscopy 
by proximal illumination but had given up the sub- 
ject before distal illumination came in. 

As a general surgeon, writes A. J. C., Steward laid 
no claim to brilliance of execution, but he showed an 
uncanny ability in diagnosis and surgical judgment, 
and the consistently high standard of his operative 
results were due to this carefully cultivated gift and 
to the eare he took with postoperative treatment. He 
was persistent often to the point of obstinacy, and 
while he would listen attentively to another point of 
view he was seldom turned from his opinion. He 
demanded clearness of idea and speech in his dressers 
and house-surgeons. “Yes, I hear you,” he would 
say, in his rather nasal voice, “but I don’t under- 
stand what you mean.” His insistence on clarity and 
accuracy of statement was strikingly valuable when 
taking a patient’s history, and he was no less insistent 
that his instructions should be implicitly carried out. 
He retained his interest in throat work for the whole 
of his eareer and in his late years he could still do 
an occasional major operation on the larynx or 
pharynx. There was nearly always some child in 
his wards with a retained tracheotomy tube and it 
was a common sight to see a Steward H.S. sprinting 
to his ward in any stage of undress, when all would 
know that Katie’s or Tommy’s intubation tube had 
come out. His memory was a byword, but shortly 
before his last illness this faculty left him and with 
it he lost much of his interest in life. 

Mr. Steward leaves a widow and one son, Dr. D. V. 
Steward, who is in practice at Tadworth. His elder 
son died in Africa several years ago. 


HERBERT RICHARD HURTER 
- M.D., LL.D. LPOOL 

Dr. Herbert Hurter, who died on June 3, came of 
good scientific stock. His father was a brilliant 
technological chemist and was the first to invent an 
actinometer. His name lives with us still in the 
H. & D. numbers of photographie plates—H. for 
Hurter, D. for Driffield. There is something in birth, 
for as a student at the beginning of the century at 
the University College of Liverpool, which was then 
emerging from the Victoria University, Hurter won 
medals and scholarships with apparent ease. He 
graduated M.B. with first-class honours in 1909, and 
five years later he obtained his M.D. After holding 
house appointments at the Royal Infirmary he went 
into general practice and became a “ family doctor” 
with a busy and responsible life. His work aroused 
his interest in the problems of old age, and in his 
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writings he asked such pertinent questions as what do 
we mean by “ old age,” and of what do old people die? 
His colleagues’ recognition came in 1933 when he was 
elected president of the Liverpool Medical Institution, 
and the following year at the celebration of the centen- 
ary of the foundation of the medical school the univer- 
sity conferred on him the honorary degree of LL.D. 

Hurter’s hobby fitted the man himself; it was the 
study of words and syntax. He had a deep respect 
for the English tongue as a vehicle of thought, and 
he held that it was part of a man’s integrity to use 
words rightly. To him, as to the Greeks, Aoyés was 
not only word, but thought, reasoning, wisdom. It 
seemed natural that his presidential address to the 
Liverpool Medical Institution should be on Language, 
Jargon and Modern Medicine. It well repays repeated 
reading—a grammarian’s lively survey of medical 
language and medical writing, salted with a quiet, 
almost apologetic wit, and his colleagues realised 
gleefully that one of their numbers could give tips to 
Fowler himself. This was a hobby which he took 
in his stride; for he was first and foremost a doctor 
with very little leisure. During the summer, however, 
he was occasionally to be found snatching half an hour 
or. so between visits, watching a Saturday afternoon 
cricket match from the baleony of the pavilion at 
Aigburth. 


LAURENCE O'SHAUGHNESSY 
M.D. DURH., F.R.C.S.; MAJOR R.A.M.C. 


Laurence O’Shaughnessy, who has been killed on 
active service in Flanders, was one of the most vivid 
personalities among our younger surgeons, and _ his 
place in experimental thoracic surgery will not be 
easily filled. He was born in December, 1900. 
Attracted: early to medi- 
cine he entered Neweastle 
Medical School, and after 
winning almost every 
scholarship open to him 
he qualified before he 
was 22. After holding 
resident appointments in 
Neweastle and London, 
including one as assistant 
pathologist, he entered 
the Sudan Medical Ser- 
vice, and wisely spent 
several years gaining ex- 
perience in general sur- 
gery, taking his F.R.C.S. 
in 1926. He had already 

Elliott & Fry begun experimental work 

at the Kitchener School 

of Medicine before he returned home in 1931. He 
was then appointed its first research scholar by the 
Royal College of Surgeons, and after six months in 
Berlin as assistant to Professor Sauerbruch he con- 
tinued his experiments in the newly opened Buckston 
Browne Research Farm. He later received a personal 
grant from the Medical Research Council. He was 
Hunterian professor in 1933 and 1935, and two years 
later was awarded the John Hunter triennial medal 
and prize. He contributed widely to experimental 
surgery. His first paper was on the etiology of peptic 
uleer, and this was followed by studies of the surgery 
of the esophagus and the root of the lung. His paper 
on traumatie shock is already a classi¢, and it is 
noteworthy that he chose this research as a counter- 
balance to too exclusive an interest in thoracic surgery. 
His long experimental work on revascularisation of 
the ischemic heart found practical application when, 
in 1936, with the encouragement of Lord Dawson and 
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the far-sighted codperation of the London County 
Council, a clinie was formed at Lambeth Hospital for 
the surgical treatment of cardiovascular disease, with 
him as consultant surgeon. He was also thoracic 
surgeon to Preston Hall, the City of Birmingham 
tuberculosis scheme, the Notts County Council and 
the Grosvenor Sanatorium. In addition to his numer- 
ous original papers he wrote the sections on the 
diaphragm and the esophagus in Maingot’s “ System 
of Surgery,” and he collaborated with Sauerbruch in 
his Textbook on thoracic surgery, and with Dr. Kayne 
and Dr. Pagel in a book on pulmonary tuberculosis. 
He had just completed the manuscript of a monograph 
on the surgery of the heart. 

Like the Athenian of old O’Shaughnessy was 
“ revolutionary, equally quick in the conception and 
the execution of every new plan.” He based his work 
on an encyclopedic knowledge of the literature, both 
native and foreign, and relied on a mind of excep- 
tional originality, an untiring industry and a fanatical 
love of his art. He aimed to divide his time equally 
between the wards, the operating theatre and the 
laboratory, but R. W. R. recalls that after a busy day 
he was often to be found in the library of the Royal 
Society of Medicine thinking, discussing, reading or 
writing. He was oblivious of the financial side of 
practice, and valued money only as a means of further- 
ing his researches by inereasing his material and 
intellectual equipment. To his hospital patients he 
was devoted; he never failed to pay them a visit on 
the evening of an operation, and thought nothing of 
ringing up from Paris or Berlin to inquire about 
them. He always stressed the importance of codpera- 
tion, and kept himself in constant touch with European 
and American colleagues. At Lambeth he worked 
closely from the first with physician, anesthetist, 
radiologist and pathologist, and his ideal team, which 
he did not live to see completed, would have included 
as well a physiologist and a 24-hour service of house- 
officers. In looking forward he did not forget his 
predecessors. Thus in his Carey Coombs memorial 
lecture, a contribution of characteristic excellence, he 
gracefully acknowledged his debt to that great 
cardiologist. He was a born fighter, and his innate 
charm was sometimes sereened from strangers by a 
misleading brusqueness of manner, but those who took 
pains to look behind found a gay and generous friend. 
His operative technique was unpolished, but like 
himself rational, original and courageous. 

It is too early yet to assess his work on cardiac 
ischemia, and it is idle now to speculate on how soon 
he would have opened the way to the vast possibilities 
of intraeardiae surgery, though there are indications 
that he already held the key. His reputation was 
worldwide. His clinie was visited by physicians and 
surgeons of many nations, and he accepted invitations 
to lecture in France, Germany and the United States. 
When war came he was quick to realise that without 
victory his work could not go on, and he was content 
to leave it for a time to others while he faced the 
urgent problems concerning shock and chest wounds 
which could best be studied near the front-line. It 
was of a chest wound he died. 

O’Shaughnessy’s death, writes T. H. S., has deprived 
our profession of a most valuable and rare type: the 
truly scientific experimental worker. His attitude 
towards surgery was dominated by a desire to attack 
problems which had defeated others. If he felt there 
was a possible solution he would advise and carry out 
experiment after experiment until his critical mind 
could find no hindrance to putting his findings into 
practice in human surgery. In this way his work on 
eardiae surgery began. I remember seeing him several 
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years ago at the College of Surgeons Farm at Downe 
where, surrounded by specimens and data, he defended 
his thesis triumphantly against friendly but outspoken 
criticisms from physician, surgeon and pathologist. 
There he was in his element—forceful, clear-thinking 
and argumentative, yet with a characteristic generosity 
that freely admitted the possibility of a weakness in 
his train of thought. Another picture that I remem- 
ber is of the dinner table with plates pushed to one 
side and food half-eaten, while “ O’Shaugh” covered 
the cloth with a mass of diagrams to illustrate the 
subject under discussion. He would become completely 
absorbed in his thoughts and then suddenly would 
“come to earth” and apologise with a charming 
whimsicality. He seemed almost tireless, and though 
he deliberately freed himself from the usual ties of 
practice, that only meant that he carried on his own 
work at all hours of the day or night. He might 
have grown old in years, but it is impossible to believe 
that that spirit could ever have aged. Idealists are 
not always men of action, but O’Shaughnessy’s mili- 
tant and constructive example will remain an inspira- 
tion and stimulus to those who knew him. 


PETER ROBERTSON GOODFELLOW 
M.B., D.M.R.E.; MAJOR R.A.M.C. 


Dr. Peter Goodfellow was killed when the hospital 
where he was serving was bombed. He was born at 
Manchester in 1910 of a medical family and was 
educated at Clifton and Cambridge. When he decided 
to study medicine he took the earlier professional 
examinations from Cam- 
bridge, but completed 
his elinieal studies in 
Manchester. After 
qualifying he held the 
posts of house-physician 
and neurological and 
orthopedic house-sur- 
geon at Manchester 
Royal Infirmary. He 
became interested in 
radiology and returned 
to Cambridge to take 
the course for. the 
diploma in medical radi- 
ology and _ electrology 
which he obtained in 
1935. Then began his 
connexion with the Christie Hospital and Holt Radium 
Institute, which lasted until he was called up for service 
on the outbreak of war. Appointed first as an unpaid 
clinical assistant he soon obtained the post of assistant 
radium officer, and gradually undertook more and more 
responsible work until finally he took charge of 
certain of the special clinics in hospitals outside 
Manchester besides sharing in both the therapeutic 
and diagnostic work within the institute. In Decem- 
ber, 1938, he passed the examination for the fellow- 
ship of the Faculty of Radiologists and was at work 
on his thesis when he had to interrupt his clinical 
research. 

He had been for five years medical officer to the 
8th Battalion Laneashire Fusiliers and held the rank 
of captain. He was called up with his battalion, but 
it was soon realised that his services would be of 
greater value as a radiologist, and he was transferred 
to the specialist list of the R.A.M.C. with the rank of 
major. When he met his death he was radiologist to 
the 1st General Hospital, with the B.E.F., and although 
news had been received from him that he was being 
transferred to another part of France, he was one of 
those who were not able to leave their posts before 
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bombing attacks on the hospitals made escape impos- 
sible, and who gave their lives for their patients. 

He was a fully trained radiotherapist at the begin- 
ning of a promising career in a branch where there is 
ample opportunity, and his loss leaves his specialty 
much the poorer. Peter Goodfellow was also a fine 
musician, a pianist of outstanding ability and the 
possessor of a rare knowledge and understanding of 
music. He will be remembered by his many friends 
for his generous cheerful nature. One of those who 
thoroughly enjoyed life, he gave all when the need 
came. 

He married in 1938 Agnes Duthie and leaves a baby 
girl. 

" NORMAN JAMES HAGGAR 
M.R.C.S.; SURGEON-LIEUTENANT, R-N.V.R. 

THE name of Norman James Haggar has appeared 
in the list of those who are “ missing believed killed ” 
amongst casualties “ not 
connected with any par- 
ticular incident or ship, 
but which have occurred 
in meeting the hazards 
of war.” 

The son of a civil 
servant whose duties 
necessitated frequent 
removals, Haggar was 
brought up in many 
different places and 
among different peoples. 
He was educated at 
Dundee High School 
and at Borden Gram- 
mar School in Kent. 
He qualified from 
Middlesex Hospital in 1938, and after holding a house 
appointment at Beckenham Hospital he became 
assistant medical officer at the Bucks Mental Hospital 
at Stone in the spring of last year. He was a keen 
and competent golfer, and in the short time he was 
at Aylesbury he made many friends. When war came 
his eagerness to volunteer for naval service overrode 
all obstacles and he joined the R.N.V.R. last Novem- 
ber. He was twenty-five years of age and leaves a 
young widow, Isobel Britton of Glasgow. 

I. S. writes: “ Haggar was appointed to the Bucks 
Mental Hospital from a large and representative field 
of candidates, of whom he was by no means the eldest 
or the most senior in terms of experience, but the 
impression of essential soundness and level-headedness 
which he gave on personal contact, as well as the 
buoyant nature of his personality, could not be ignored 
in filling an appointment in a public service which 
ealls imperatively for such qualities. Wisely, he did 
not commit himself to any light-hearted embarkation 
upon his new field of study, but said that he would see 
how he got on. After holding his appointment for 
six months he came rightly to the conclusion that he 
was fitted for the work, and had evolved an interest 
and keenness in it together with a natural adaptability 
which rendered him well suited to institutional life; 
and so he decided to specialise in psychiatry. We 
feel his loss here deeply, not only in the professional 
sense but because, as a man, he embodied those 
qualities of freshness, vigour and outstanding honesty 
of purpose which in the fullness of time must surely 
have evolved into a strong and lovable personality who 
would have added to the richness of human values in 
the community.” 





Ellis. 





The distinguished service cross has been awarded to 
Surgeon Lieutenant A. P. B. Waind, H.M.S. Hardy, and 
Surgeon Lieutenant K. W. Donald, H.M.S. Hotspur. 
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ON THE FLOOR OF THE HOUSE 
By Menpicus, M.P. 

On Tuesday of last week we had the Prime 
Minister’s statement on the magnificent codperative 
effort of Navy, Merchant Navy, Army and Air Force 
in the successful evacuation of Dunkirk; this Tuesday 
there was to have been a debate in secret session, 
chiefly about home defence, of the need for which Mr. 
Churchill spoke so vigorously. It is worth while 
reviewing the general picture which Mr. Churehill 
then gave of the balance of forces in case of attempted 
invasion. The main power of the enemy the Prime 
Minister called “their far more numerous ‘air force,” 
which was thrown into the battle or else concentrated 
on Dunkirk and the beaches. This was “a great trial 
of strength between the British and German air forces.” 
“Can you conceive,’ Mr. Churchill asked, “a greater 
objective for the Germans in the air than to make 
evacuation from these beaches impossible, and to sink 
all these ships which were displayed almost to the 
extent of thousands? Could there have been an 
objective of greater military significance for the whole 
purpose of the war than this? They tried hard and 
they were beaten back.” In these facts, “when we 
consider how much greater would be our advantage 
in defending the air above this island,’ we can find 
“a sure basis upon which practical and reassuring 
thoughts may rest.” Dealing with home defence, Mr. 
Churehill said that “we have in this island incom- 
parably more powerful military forces than we have 
ever had at any moment in this war or the last.” 
But we cannot be content with a defensive war—we 
have our duty to our ally and we must build up 
again the B.E.F. for offensive action. Of civil defence 
proper, of the new home-defence battalions, and of 
the Local Defence Volunteers, Mr. Churchill did not 
speak. These vast defence plans have already brought 
many thousands more people into the ambit of mili- 
tary organisation. 

The L.D.V. are playing the role that other volun- 
teers played in the days of Napoleon. From 1795 
until 1805 we were under the threat of invasion, and 
in 1804 there were 500,000 volunteers, apart from 
the regular Army and the Militia, consisting of men 
chosen by lot from each parish. There was menace 
from the air even then, for cartoons of that day 
show large balloons carrying platforms crowded with 
soldiers—the parachutists of that day—and vast rafts 
which had been prepared to carry infantry, horse 
and artillery, but which never sailed. Napoleon 
needed command of the sea if only for a few hours, 
but he never got it, and Trafalgar put an end to the 
threat of invasion. There were watchers on the coast 
then, with beacons, despatch riders, and each district 
had its gallant volunteer band, not content with drab 
khaki, but each in its distinctive and often brilliantly 
coloured uniform. A popular song of the day is 
strangely apt now: 

The little Boney says he'll come 

At merry Christmas time, 

But that I say is all a hum 

Or I'll no longer rhyme. 

Some say in wooden house he’ll glide 
Some say in air balloon, 

E’en those who airy schemes deride 
Agree he’s coming soon. 


Now honest people list to me, 
Though my income is but small, 
I'll bet my wig to one penny 

He does not come at all. 


Today there is the same spirit in the people, the 
same great power in the hands of the Navy, but what 
is new is the weapon of the air bomber over which 
our Air Force demonstrated their superiority in the 
battle of Dunkirk. 

The curious should look up Hardy’s “ Dynasts” 
and the notes to Sir Walter Scott’s “ The Antiquary,” 
in which contemporary pictures are given of events 
of that other time when the threat of invasion hung 
over the land. Medicus has-not had time for research 
in old pamphlets, broadsheets and histories but takes 
these 1804 parallels with gratitude and thanks from a 
B.B.C. talk on Local Defence Volunteers on Wednes- 
day of last week. 


Another aspect of the war struggle is the proposals 
for the regulation of labour given in answer to an 
inspired question in the House last Wednesday. By 
these regulations, which came into effect on June 10, 
labour is to a large extent mobilised and its move- 
ments restricted, the coal-miner must remain a miner 
and the agricultural labourer must stay on the land, 
but he gets a rise of wages to 48s. a week. When these 
regulations are considered in conjunction with the 
drive for the seven-day week it is seen that they 
create an unparalleled situation which could not have 
been created except by a Labour Party minister of 
supply and a Labour. Party minister of labour. But 
this labour organisation will need careful watching 
if we are to avoid the evils of a fall in production 
from industrial fatigue. Bad workshop organisation 
ean decrease and good workshop organisation increase 
production irrespective of the hours worked per man. 
The workers are willing, indeéd exceedingly anxious, 
to be used to produce to the utmost, and they have 
agreed to work long hours and to throw rights and 
customs of their trade into the melting-pot for the 
time. But they will not be willing to be wasted. The 
problem of fatigue in industry has become a front- 
rank problem—it causes not only delay but also waste 
of materials and for our war effort only the best 
will do. 


7 7 ” 


On the same day as these labour regulations were 
announced the House diseussed draft regulations made 
under the new Old Age and Widows’ Pensions Act, 
1940, for dealing with cases of hardship. The effect 
of these regulations is to increase some pensions but 
by imposing a household means test to decrease the 
income of other pensioners because they are living 
with relatives on whom they are legally dependent. 
This form of means test was strongly opposed by the 
Labour Party before the recent change of Government 
and was not allowed to pass without strong protest 
last week. Many members felt that the net result of 
these regulations will be the standardisation of the 
incomes of households in which old-age pensioners are 
now living with their sons or daughters and their 
grandchildren at a level too low to allow for adequate 
nutrition. The Labour Party members not in the 
Government did not vote against the regulations, but 
they are not happy about them and neither are many 
members of other parties. Adequate nutrition is an 
essential element of national defence and the feeding 
of the people as a whole may have to be dealt with 
on lines comparable with the labour regulations just 
promulgated rather than on the basis of a household 
means test. 
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FROM THE PRESS GALLERY 


Old-Age and Widows’ Pensions 


In the House of Commons on June 5 Mr. MALCOLM 
MACDONALD, Minister of Health, moved that the 
Draft Supplementary Pensions (Determination of 
Need and Assessment of Needs) Regulations 1940 
should be approved. He explained that under the 
Old Age and Widows’ Pensions Act 1940 it was the 
duty of the Assistance Board to pay supplementary 
pensions to people other than blind people, who were 
in receipt of old-age pensions, and to those in receipt 
of widow’s pensions who had attained the age of 
sixty, if they proved their need. The questions 
whether an individual was qualified for a supple- 
mentary pension, and what its amount should be, 
were to be determined according to regulations made 
jointly by the Secretary for Scotland and the Minister 
of Health. He believed that there would be agree- 
ment as to the fairness of the regulations drawn up. 
He gave some examples of how the regulations would 
work. The pension for a single pensioner living 
alone, either as a householder, a lodger or a boarder, 
would be 19s. 6d. a week. Generally speaking, in 
the case of married couples both the husband and 
wife would be pensionable, and their pension worked 
out at 32s. a week. Where only one of the married 
couple was a pensioner the figure would be 3ls. a 
week. The board could increase supplementary pen- 
sions during the winter months if necessary. Certain 
resources had to be disregarded by the board in its 
administration of this business. They were the first 
5s. a week of any sick-pay from a friendly society, 
the first 7s. 6d. a week of benefit under the National 
Health Insurance Acts, the first £1 a week of any 
wound or disability pension, half of any weekly 
payment of workmen’s compensation, the first 7s. 6d. 
a week of any superannuation payment, and the first 
7s. 6d. a week of any sickness payment under part 1 
of the act of 1940. The earnings of the pensioner 
himself up to 5s. a week would be disregarded. If 
he was earning more than this he would continue to 
benefit by the supplement until his earnings valued 
8s. a week, and the same would apply to the earnings 
of his wife, whether she was a pensioner or not. 
Capital owned by the pensioner or his wife up to £50 
would be disregarded ; capital amounting to between 
£50 and £300 was to be treated as equivalent to an 
income of ls. a week for the first complete £50 and 
an additional 1s. a week for every £25 on top of that. 
As regards capital owned by other members of the 
household the provisions would be the same as those 
under the Unemployment Assistance Regulations and 
the capital value of any interest on the house in 
which the household resided was to be disregarded. 
By these regulations large numbers of pensions would 
undoubtedly gain advantage. Many of the 275,000 
old-age pensioners now receiving relief from public- 
assistance authorities would get higher rates. In 
addition to those there would be scores of thousands 
of pensioners who were now getting no relief who 
will be able to qualify for a supplementary pension. 


Milk Policy 

Mr. Boorusy, parliamentary secretary to the 
Ministry of Food, in a statement on June 11 said 
that the cost of producing and distributing milk had 
increased under war conditions, but the consumer was 
still paying the same price for milk as he paid in June 
of last year. The disparity between revenue and 
costs was reduced by a Government subsidy during 
the first three months of this year, and more lately 
by increasing the price of milk used in manufacture. 
This expedient, howe ver-would not produce sufficient 
revenue to bridge the gap which already existed. 
The milk distributors had, therefore, been informed 
that an increased margin would be allowed for the 
period up to Sept. 30 next. In the interval the 
Minister of Food was arranging for an exhaustive 
inquiry into the system of distribution with a view 
to bringing about a substantial reduction in cost. 
Meanwhile there was no alternative but to increase 
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the retail price of milk by 4d. a gallon from July 1. 
To avoid hardship to those members of the com- 
munity to whom milk is an indispensable food, a 
comprehensive national scheme was now in course of 
preparation which it was hoped to bring into operation 
on July 1, under which one pint of milk would be 
available daily at 2d. a pint for expectant or nursing 
mothers and for children under school age in every 
household which desired to take advantage of the 
scheme. The scheme would also provide for the 
supply of milk free to households which could not 
afford to buy it. A simple criterion of need would 
be necessary in order to prevent abuse, but there was 
no intention of instituting a detailed inquiry in 
the form of a ‘‘ means test.’’ The scheme could 
be administered under the central authority of the 
Ministry of Food through local officers, and its details 
were now being worked out. It would in no way 
affect the milk-in-schools scheme which the Govern- 
ment hoped would now be more universally adopted. 


QUESTION TIME 
Bombing of British Hospital Ships 

Mr. Rosert Grisson asked the First Lord of the 
Admiralty how many British hospital ships had been 
bombed ; and how many sunk by enemy action during the 
present war.—Sir VicroR WARRENDER, Parliamentary 
Secretary to the Admiralty replied: Since the outbreak of 
hostilities nine hospital ships have been bombed, shelled, 
or machine-gunned by the enemy—two of them on more 
than one occasion, These attacks have been made despite 
the vessels’ distinctive and unmistakable markings, and in 
contempt of the lives of the wounded and of the doctors 
and nurses tending them. The hospital ship Atlantis 
alone was bombed no less than five times in Norwegian 
waters. The only sinking is that of the hospital carrier 
Paris on June 2, which succumbed to three separate waves 
of attack by bomber aircraft. The hospital carrier 
Brighton was holed and run aground ; the hospital carrier 
Maid of Kent set on fire. 


Medical Examination of Evacuees and Refugees 

Rev. R. W. SoreNseN asked the Minister of Health 
whether he was satisfied that arrangements were adequate 
for the medical examination of children to be evacuated ; 
whether the examination was fully carried out in the recent 
evacuation; whether he was making arrangements 
medically to examine refugees and their children; and 
whether those refugees could fully utilise the public 
medical services in the municipal areas in which they were 
billeted.—Miss F. Horssprucu replied: Very thorough 
arrangements for the medical examination of children in 
the event of further evacuation have been prescribed for 
all evacuation areas. The evacuation last Sunday from 
towns on the east coast which had not hitherto been classed 
as evacuation areas was carried out at short notice, but so 
far as time permitted the same arrangements were made 
there. The evacuation on the previous Sunday, referred 
to in the second part of the question, was a transfer of 
London children from reception areas on the east coast to 
other reception areas in Wales. This was Carried out at 
still shorter notice, but reports show that the authorities in 
the new reception areas are well satisfied with the condition 
in which the children arrived. As regards the third and 
fourth parts of- the question, refugees are medically 
examined both at the ports where they land and at the 
receiving centres in Greater London. Directions have 
been issued to authorities in whose areas refugees are 
accommodated to bring to the notice of refugees the health 
services that are there provided. 

Guaranteed Minimum Diet 

Mr. Davip ApAms asked the Parliamentary Secretary 
whether steps had been taken to secure a guaranteed 
minimum diet for all persons ; this diet to be constructed 
according to the results of dietetic research so as to secure 
continued health and working power and to be distributed 
free for the duration of the war to any persons unable to 
afford it or otherwise unable to secure its equivalent. 
Mr. Boorusy replied: The Ministry’s food import pro- 
gramme and the food production campaign of the agri- 
cultural department are designed to ensure a sufficient 
supply of the foods essential to an adequate diet. The 
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Ministry is guided by the advice of experts on nutrition, 
and in addition it will in future have the benefit of the 
advice of the scientific food committee which has been 
appointed by the Lord Privy Seal. and urgent 
consideration is also being given to the provision of food 
supplies at prices within the reach of every class of consumer. 


Close 


Nursery Schools 

Mr. Davip ADAMs asked the Minister of Health whether, 
in view of the heavy increase of the infant-mortality rates 
in industrial areas during the last war, he would take 
immediate steps to secure the setting up of nursery schools 
throughout the country.—Mr. MacDona.p replied: 
Nursery schools are not the concern of my department, but 
I am actively engaged in consultation with the 
Minister of Labour, in considering the establishment of day 
nurseries in certain areas in which large numbers of married 


now 


women with children are employed in industrial work of 


national importance. 

Mr. Avams: Will you make representations to the 
proper quarter for the establishment of nursery schools as 
a necessity Mr. MacDonatv: That is a matter for the 
President of the Board and perhaps you will approach him. 


British Soldiers and Maisons Tolerées 
Dr. E. SUMMERSKILL asked the Secretary of State for 


War what were his reasons for not adopting the practice of 


the last war of putting maisons tolerées out of bounds for 
the British Expeditionary Force.—-Mr. EDEN replied : 
This matter has been the subject of most careful and 
anxious consideration. The policy of the Army Council 
and of the Commander-in-Chief of the British Expedition- 
ary Force has been to promote good behaviour and health 
in the Army both by precept and by the provision of all 
possible opportunities for sound physical and mental 
recreation and entertainment. The temptations afforded 
by the establishments referred to in the question have been 
ignored or resisted by an overwhelming majority of our 


HOSPITAL APPOINTMENTS AND 
MILITARY SERVICE 


Tue Central Medical War Committee have written 
a letter to all hospitals in the country explaining the 
rather complicated arrangements made with regard to 
hospital appointments. They begin with some defini- 
tions. An R practitioner is one who has registered 
under the National Service Act, 1939. Hospital 
appointments are divided into A and B. A posts are 
those whole-time resident appointments for which no 
previous experience is required. B posts are also 
whole-time and usually but not always resident, and 
for these previous experience is essential. The B posts 
are again subdivided into those within the hospital 
senior establishment, which are called Bl and include 
the R.S.O., R.M.O., registrar, and so on at a volun- 
tary hospital and appointments with a tenure of 
more than one year and carrying a salary of more than 
£350 at a municipal hospital. The rest of the B posts 
are called B2. 

The recruitment for the Services of doctors regis- 
tered under the act who are holding A or B2 appoint- 
ments will be decided upon by the C.M.W.C. The 
recruitment of holders of B1 posts will be in the hands 
of local medical war committees outside London and 
of the Committee of Reference in London. R doctors 
who qualified after December, 1939, are urged to apply 
for an A appointment. If they do not obtain one, 
and failure is unlikely with the present shortage of 
doctors, their recruitment will be considered six months 
after qualification. If they do obtain an A appoint- 
ment their recruitment will be considered when they 
have held it for six months. If before this six months 
is up they seeure a B2 appointment they will be 
reserved for a further period of six months, If they 


are appointed to a Bl post their recruitment will be 
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mouth. 
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soldiers, and it is felt that to place the establishments out 
of bounds would result in far worse evils. 


Price of Drugs 

Mr. SORENSEN asked the President of the Board of 
Trade if he would state the approximate increase in the 
price of drugs and medicines since the beginning of the 
war; and whether he is now satisfied that effective 
measures had been taken to prevent undue and unnecessary 
increases in the price of these articles.—Sir ANDREW 
DuNCAN replied: I am informed that the extent to which 
the prices of various drugs and medicines have increased 
since the outbreak of war varies very considerably. As 
from yesterday drugs and medicines, other than dispensed 
medicines, have been brought under the Prices of Goods 
Act. 

Nutritive Value of Flour 

Sir ERNEsT GRAHAM-LITTLE asked the Parliamentary 
Secretary to the Ministry of Food whether he had con- 
sidered a new process of milling, details of which had been 
sent to him, which claimed to have the effect of improving 
the nutritive value of the flour so prepared and of reducing 
the volume of shipping required for the importation of 
wheat ; and whether he would institute an immediate 
inquiry into these claims.—Mr. Bootusy replied: The 
matter is under consideration. 


T.A.B. Inoculations 

Mr. ALFRED Epwarps asked the Secretary of State for 
War whether in view of the fact that men were unable to 
perform their duties for 48 hours, and sometimes much 
longer, after each T.A.B. inoculation, he would consider 
suspending this practice during the present conditions of 
emergency.—Mr. R. K. Law, Financial Secretary to the 
War Office, replied : The pfoportion of men unfit for duty 
within 48 hours of inoculation is not great, and my advisers 
do not recommend any change in the present practice. 


decided upon by the Jocal medical war committee or 
the committeé of reference. The position of R doctors 
who qualified before December, 1939, and who now 
hold A or B2 appointments, will be considered after 
they have held them for six months, or, if this period 
is already up, on June 30, 1940. Renewals of A 
appointments cannot be granted. Requests to renew 
B2 appointments must be received by the C.M.W.C. 
not later than June 21. 

Owing to the shortage of newly-qualified doctors 
hospitals are asked to try to reduce their number of 
A posts. In appointing R doctors to such posts they 
should favour those who are just qualified and should 
limit these appointments to six months. They should 
fill B appointments as far as possible from doctors 
not on the R list. In appointing R doctors to B2 
posts they should make a point of choosing present 
holders of A posts and should avoid making any 
interval between the old and new appointment. The 
same applies when appointing holders of B2 posts to 
B1 posts. 

Teaching hospitals are asked to appoint medical 
students to a substantial proportion of their A posts. 
When any hospital has a vacancy in a B post, and 
does not normally fill such posts from the holders of 
its own A appointments, it should advertise in the 
medical press at least two months before the vacancy 
oceurs and if no suitable applicant is found should 
apply to the dean of the nearest medical school or if 
this fails to the C.M.W.C. Hospitals are asked to 
notify the C.M.W.C. of all A and B appointments 
immediately they are made, 


The address of the drugs branch of the Home Office is 
now Rodborough Grange, 66, West Cliff Road, Bourne- 
Application for import or export licences under 
the Dangerous Drugs Acts should now be addressed to the 
drugs branch there and not to the finance branch in 
Whitehall. 


























LETTERS TO 


BOMB CONCUSSION AND THE EAR 


Sir,—The urgent question your annotation of 
June 8 raises—how to protect our ear drums from 
the noises and-coneussions of modern war—is not an 
easy one to answer. Damage to the ears by explo- 
sions, apart from actual fracture of the skull, is of 
three kinds: 


1. Rupture of the tympanic membrane. This is 
probably usually due to the suction action of the 
blast ; it is well seen in cases where a gunner stands 
too near the muzzle of a gun at the discharge. Here 
the cochlea often escapes lightly. 

2. Concussion deafness without damage to the 
middle ear. (a) From a single explosion; there has 
been some doubt as to the existence of such deafness 
as a permanent effect. My personal experience 
compels me to believe that such cases do occur and 
that they are more usually the result of small “‘ sharp ”’ 
explosions—e.g., small calibre shells, rifle grenades, 
&c.—than of heavier projectiles. (b) From repeated 
explosions near the ear and usually in a confined 
space—e.g., a gun turret, or the cabin of an aeroplane. 
This is comparable to the industrial ‘‘ noise deaf- 
nesses.” 

3. The ordinary deafness of a bombardment. 
This is transient and passes with a few days rest. 





’ 


Protection against “blast suction” is given by the 
vuleanite Mallock-Armstrong plug, or by well-greased 


cotton-wool packed firmly but not too tightly into the: 


ear. A German firm made a satisfactory plastic 
preparation called “ ohropax.” Prebably some sub- 
stitute for this could now be obtained. If such 
packing is used a generous amount should be left 
protruding from the meatus, otherwise it may become 
impacted. 

Against high-pitched noises like the siren there is 
no easy protection. Fortunately, disturbing although 
such noises are, only prolonged and continuous expo- 
sure to them can damage the cochlea. 

Packing and the Mallock-Armstrong plugs give 
some protection against repeated small explosions, 
but some better device, such as rubber-padded ear- 
shields, should be attempted. The difficulty is to 
make communication possible without destroying the 
efficiency of the shield. 

It may not be out of place here to remind those 
of us who have not yet had experience of explosion 
injuries that an ear with a burst drum must not be 
syringed on any aceount unless already infected. 


I am, Sir, yours faithfully, 


Wimpole Street, W.1. F. W. Warkyn-THomas. 

*,* With reference to the remark in our annotation 
that plasticine when used to make ear-plugs tends to 
break away and leave debris in the meatus, Messrs. 
Harbutt’s Plasticine Ltd. point out that it is their 
fibrous plasticine that they advertise for this purpose. 
This substance, which was specially made for the 
Government during the last war, has a base of anti- 
septic fibre mixed with it which prevents any part 
breaking away.—Eb. L. 


MASS INOCULATION 


Sir,—Would it not be advisable, in view of the 
probability of enemy action against this country and 
the possibility of dislocation of the water and drainage 
systems, that the civil population should as quickly 
as possible be protected from those diseases from 
which we can offer considerable hope of protection? 
I refer particularly to two conditions—the enteric 
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group and tetanus developing in those wounded by 
aerial activity. Unless some authoritative body, such 
as the press or the B.B.C., will take the matter up 
nothing effective can be accomplished by private 
opinion or enterprise, for one mérely preaches to deaf 
ears. I am prepared to give the whole of my spare 
time to carrying on this service without any remunera- 
tion if it were generally adopted. 


I am, Sir, yours faithfully, 
London, W.1. D. C. Dopetu. 


HOMCOPATHY INVITES CRITICISM 


Sir,—Homeopathy has always invited criticism but 
until this moment has been denied the space in which 
to reply. The admission in your leading article of 
June 1 that homeopathy has survived much longer 
than most forms of mere quackery would be welcome 
if it were not for the sting left behind. However, 
you have emphasised, for which you merit our thanks, 
that the homeopathic practitioner is as well qualified 
as the majority of his colleagues and may reasonably 
be expected to be in as good a position as they to judge 
of his clinical findings and results. 

Most hommopaths have been attracted to homeo- 
pathy because it has introduced law into therapeutic 
chaos. That law is the law of similars, “let likes be 
treated by likes,” and it must come as a surprise to 
practitioners reared in an atmosphere of vaccines and 
vaccination to read in your leader that this law is 
incongruous with the main body of scientifie principle. 
Many of its chief exponents have admitted that the 
principle of vaccine therapy, of smallpox vaccination, 
of tuberculin therapy, and so on is undoubtedly 
hommopathic. Indeed, hommopaths believe that 
vaccine therapy would not have fallen into its present 
state of disrepute if the laws of administration and 
repetition had followed homeopathic practice—the 
single dose, the recognition of an initial aggravation 
(Wright’s negative phase), and a following ameliora- 
tion (Wright’s positive phase), and no repetition of 
the dose whilst amelioration lasts. 

Then surely the modern desensitisation treatment of 
asthma and hay fever is a definitely homeopathic 
procedure. It is now accepted that stimuli other than 
drugs—e.g., X rays and radium—also obey the same 
laws. The action of many of the so-called empirical 
“ specifies ” such as arsenic in skin diseases, mercury in 
syphilis, potassium iodide in tertiary syphilis, and 
sulphur in furunculosis, can only be explained by 
their homeopathicity, and indeed this seems to be 
the explanation of the fact that some cases do not 
improve simply because they are not similar to the 
disease in question in that particular patient. 

Nor is history wanting in support. Hippocrates 
may be acclaimed the first homeopathic practitioner, 
for it is recorded that he cured his old teacher 
Democritus of mania by the-preseription “give the 
patient a draught made from the root of mandrake 
in a smaller dose than is sufficient to induce mania.” 
Minim doses of vinum ipecac. were frequently pre- 
seribed for vomiting by the most brilliant physicians 
of the last generation. Still treated infantile diar- 
rhea with 5 minim doses of castor oil, in which doses 
the drug has a constipating effect. Both were surely 
simple though unconscious examples of hommopathie 
prescribing! 

An ex-president of the Royal Society has expressed 
the opinion that the law of similars must be taken 
for granted since it is simply common sense. An 
ex-president of the Royal Society of Medicine declared 
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publicly that he could recollect cases of his own in 
which the cure or amelioration might well be explained 
by the same law. Professor Bier, from personal 
experiments, rediscovered the law for himself in the 
use of iodine for coryza, ether for post-anesthetic 
bronchitis, and sulphur for axillary furunculosis. Such 
an experienced observer believed that “there is much 
in homeopathy, that we can learn a great deal from 
it, and that it has ceased to be pertinent for the 
orthodox school to ignore it or treat it with contempt.” 
“ Above all,” he states, “I am of the opinion that 
no-one should judge homeopathy who has not tried 
homeopathic remedies and who has failed to familiar- 
ise himself with the theory of homeopathy.” Thus 
does one scientist of international reputation confirm 
Dr. Wheeler’s contention that only experiment ean 
confute what the hommopath has claimed. Schulz, 
who demonstrated the Arndt Schultz biologic law that 
strong stimuli destroy or inhibit cellular activity, 
moderate stimuli inhibit it or do nothing at all, and 
still weaker stimuli enhance it, thus quite independ- 
ently reaffirmed the law of similars. 

This generation of practitioners must be equally 
surpriséd by the alleged incongruity of the infini- 


tesimal dose. The minimum dose of the toxin 
botulinus is 1/400,000,000,000,000,000,000, or the 
20X of the hommopath. Pharmacological activity 


has been demonstrated in the 24X of copper sulphate, 
in the 30X of iron salts, and in the 32X of silver 
nitrate. In these days of rat units in vitamin therapy, 
or even of vaccine dosage, surely, Sir, the infinitesimal 
dose should offer no barrier. 

There is no need for me to diseuss the higher 
potencies, except to state that many reputable prac- 
titioners whose judgment is rarely questioned in 
clinieal matters are convinced by experiment that such 
dilutions, whatever their nature, are effective. The 
Horder Committee of the Royal Society of Medicine, 
reporting on the Boyd emanometer technique, admitted 
the detection of ‘some form of energy from a 10M 
of more than one homeopathic drug. 

The wealth of the homm@opathic materia medica is 
unsurpassed in orthodox medical literature, for its 
clinical observations record for more than 500 drugs, 
a number that is constantly being added to, not only 
pathological effects but symptoms in the patients own 
words. Though many of these were recorded years 
ago they are simple facts, and are therefore as intelli- 
gible and useful at the present-day as they were when 
first set down, and are free from the weakness of much 
of the so-called science of the past century. 

That the parallelism between symptoms of drugs 
and those of disease has not been demonstrated to your 
satisfaction must be attributed, at least in part, to 
the fact that the medical press has consistently closed 
its columns to even the mere whisper of homeopathy. 
If you were to open your columns to the reports of 
orthodox and home@opath alike it would then be pos- 
sible to demonstrate such a parallelism as you crave. 

I am, Sir, yours faithfully, 


Highgate, N.6. W. Lees TEMPLETON. 


Sir,—Reading your leading article of June 1, I was 
reminded of, and stimulated to reproduce, some 
calculations which I read many years ago which 
demonstrated the mathematical aspect of the 


homeopathic “ potencies.” 

Assuming, for the sake of simplicity, that sodium 
chloride is to be administered, I find from books on 
chemistry that one gramme of this substance contains 
10517 x 10°° moleeules. A 1 in 10** solution there- 
fore contains one molecule in 0-93 x 10* ¢.em., or just 
under one litre, so that if a patient consumes one 
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litre of this “ potency ” (which is at the end of the 
range of “medium potencies”) he will have a fairly 
good chance, though not a certainty, of getting one 
molecule of salt. 

If we consider the extreme limit of the “high 
potencies,” 1 in 10, the results are even more interest- 
ing. At this dilution one molecule is contained in 
0-95 x 10** litres, and thisvolume represents a sphere 
of water of 61 million kilometres radius—a distance 
roughly equal to two-fifths of the distance from the 
earth to’ the sun. Considering the problem from the 
point of view of time, we find that a patient would 
have to drink one litre a day for 2603 million million 
million million million years to have a reasonable 
chance of getting one molecule of salt. This figure 
is approximate only, for I have not taken leap-years 
into account. I am, Sir, yours faithfully, 

Cardiff. R. M. Fry. 


Sir,—While entirely sympathising in principle with 
the views expressed in your leading article of June 1, 
I venture to ask whether the presentation of medicine 
as “orthodox” and homeopathy as a “heresy” is 
really a just statement of the actual position. It is 
true that in a somewhat loose fashion the word ortho- 
doxy is sometimes applied to that which is customary or 
conventional; its more exact and serious associations, 
however, are with doctrines and opinions defined by 
authority and claiming assent, under threat of 
penalty, as entirely beyond question and debate. But 
in medicine there is certainly no authority, whether 
personal or corporate, which is allowed to be com- 
petent for such definitions and claims. On the con- 
trary, every member of the profession is free to form 
his own opinions, to express and to teach these 
opinions, and, within the permission of the law, to 
put his convictions into action and practice. “ There 
is no opinion so ancient or so general that he must 
receive it, and no opinion so modern or so eccentric 
that he must perforce reject it,’ to quote from an 
address by the late Sir William Gairdner. 

It follows that as there is no standard of medical 
orthodoxy there can be no possibility of a medical 
heresy. Odd, unusual, extravagant and dissentient 
views may be held and expressed by minorities or by 
individuals, but none of these ean claim the dignity 
of heresies which authority would fain suppress, and 
each is entirely free to endeavour to attract and to 
establish converts. 

Hence to apply to the home@opath the not altogether 
unwelcome title of heretic and martyr is to present 
him with a status to which he has no claim. His real 
position in the free and catholic atmosphere of 
medicine is that, as his right, he has elected to anchor 
his mind to a formula and has adopted a sectarian title 
which announces to the publie that he is different from, 
and inferentially therefore superior to, his less particu- 
larised fellows. I am, Sir, yours faithfully, 

London, W.C.1. C. O. HawrHorne. 
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Str—I wonder if you will allow me, a German 
refugee doctor, to say a few words in your journal. 
I have lived in this country and worked in hospitals 
as a qualified medical practitioner and specialist for 
over five years. In order to show my gratitude to 
this country, which has given me shelter and a new 
home, I considered it my duty to offer my services to 
the medical branch of any of the three fighting services. 
To my regret, in view of the existing service regula- 
tions, all my applications have so far been unsuccess- 
ful. Many refugee doctors, like myself, deeply regret 
that they are not allowed to join in the common cause. 
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I feel certain that the infiltration of “ fifth columnists ” 

could be checked effectively by careful scrutiny, with- 

out depriving all those who are genuinely anxious to 

serve this country of the possibility to do their share. 
I am, Sir, yours faithfully, 


C. 8. 


DEATH IN THE FIRST MONTH AND THE 
FIRST YEAR 


Str,—I have read with great interest and admira- 
tion the four masterly articles on infant mortality 
by Prof. Charles MeNeil. To his charges that we are 
behind New Zealand, Holland, and the U.S.A. in our 
infant care there is no answer. He stresses the 
advantage to the student of clinical teaching on 
infants, in maternity hospitals and wards. Every 
pediatrician would agree with him, but the oppor- 
tunities of doing pxdiatrie work and student teaching 
at maternity hospitals in London are rare indeed. 
The student must be taught on the small and inade- 
quate material from the maternity ward in the general 
hospital, and thexe is a strong tendency on the part 
of some public-health authorities to frown on a 
“well baby clinic” at the teaching hospital itself. 
This I think is a mistake. Surely the greatest con- 
structive step would be for a woman who has had 
a baby to remain in the hospital a little longer? 
Being sent home on the tenth or fourteenth day is 
too soon. She should be allowed to stay there for, 
say, three weeks, or longer if necessary, until she is 
up and about and has properly recovered and her 
flow of breast milk has become definitely stabilised. 
It is during this last week, when she is convalescing, 
that she could be taught mothercraft, and the services 
of the pediatrician would then be of the maximum 
value. I am, Sir, yours faithfully, 


Devonshire Place, W.1. DonaLpD PATERSON. 

Sm—Prof. MeNeil’s articles make disturbing 
reading and it is to be hoped the significance of his 
analysis and the conclusions will not be overlooked 
because of graver matters. He has done good service 
in drawing attention to the heavy toll taken by infec- 
tion which in this country, in contrast to certain 
others, goes on throughout the first year of life. It 
is on this aspect of the problem that I would like to 
comment. Speaking broadly, any infant born without 
congenital abnormality or severe birth injury, and 
of reasonable weight, should live provided he is kept 
free of infection. The marasmic, anemic or rachitic 
infant, with his terminal respiratory or alimentary 
infeetion, presents a picture which pzediatrists are 
eonstantly seeing in the outpatient department and in 
the wards of all children’s hospitals. Indeed, much 
of their time is spent in attempting, often unsuecess- 
fully, to save the lives of these babies. 

Marasmus is not a clinical entity but is synonymous 
with inanition, due in the majority of cases to the 
fact that, the infant is offered less than he requires. 
In large industrial centres, nutritional (iron- 
deficiency) anemia affects about two-thirds of the 
infant population in the six to twelve months’ age 
period because of the absence during this time of iron- 
containing foods in the diet. Rickets, albeit in a mild 
form, affects almost half the same infant population. 
[ts cause is well enough known. In the presence of 
one or more of these three conditions infection occurs 
and the death is attributed to the infection. No 
mention is made, even by the pathologist, of the part 
played by the nutritional defects. But there is 
abundant evidence to show that marasmus, nutritional 
anemia and rickets greatly predispose to infection— 
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and they are preventable. If they are prevented it 
seems only logical to assume that infection would be 
much less likely to oceur, or if it did oceur much 
less likely to prove fatal. 

By all means let us do everything we can to prevent 
exposure to infection, but it should be possible to 
apply our present knowledge to the prevention of 
the nutritional defects which predispose to it. Let 
us see to it (1) that infants are fed up to the full 
calorie requirements for their age, (2) that nutritional 
anemia is prevented by the early addition of iron- 
containing foods to the diet (oat-flour, sieved vege- 
tables, gravy and potatoes), and (3) that rickets is 
prevented by the early use in adequate doses of a suit- 
able preparation of vitamin D. 

In discussing the problem of infection in this way 
I do not minimise the importance of Prof. McNeil’s 
remarks about breast milk. Of its great value there 
can be no two opinions, but I would point out that 
none of the three nutritional defects mentioned is 
necessarily prevented by breast-feeding. 


I am, Sir, yours faithfully, 
Srantey GRAHAM. 
Royal Hospital for Sick Children, Yorkhill, Glasgow. 


X-RAY FLYING SQUADS 


Sir,—The arrival of the first casualty convoys has 
shown that, in spite of the efforts of the manufac- 
turers, many E.M.S. hospitals had not sufficient X-ray 
apparatus to meet the emergency. Supplies are likely 
to be reduced rather than increased over the next 
few months, because the first call will be for re- 
equipping the B.E.F. To equip each of the E.M.S. 
hospitals receiving convoys with stationary full-power 
X-ray sets, and one or more portable sets for ward 
work, is probably impossible under present circum- 
stances. It is, however, unnecessary to do this. 
Eighty per cent. of war casualties do not require full- 
power plant, for examinations of, skeletal or chest 
injuries and the localisation of foreign bodies can be 
carried out equally well by mobile or portable appar- 
atus. These portable machines cost from a quarter 
to a third as much as full-power units and are much 
more quickly and easily produced, but it is at present 
impossible to produce one for each E.M.S. hospital. 

The X-ray department in a hospital receiving 
eonvoys of wounded is working under conditions quite 
different from those in a general hospital in peace- 
time. Under war conditions patients do not arrive 
by appointment from 9 o’clock in the morning. They 
come in hundreds, with little warning, at any time 
of the day or, more usually, night. They are all 
urgent cases which have to be dealt with at once, and 
whereas in peace-time patients pass through the 
department in steady streams throughout the year, in 
war-time superactivity persists for twenty-four hours 
a day for a few days and then the department sinks 
back into a more than peace-time ease until the next 
convoy arrives, which may not be for some weeks. 

The only way to meet this sudden and short-lived 
strain is by the use of an X-ray “flying squad” of 
portable or mobile units. The portable machines can 
be carried in an ordinary car, and when the strain 
has been taken off one hospital they can be moved to 
another. They can be worked for twenty-four hours 
a day, with relays of radiographers, and therefore a 
few machines would serve several hospitals. They can 
be used either to assist the existing X-ray plant of the 
hospital or to X-ray those patients who are too ill 
to leave their beds. They can be used in hospitals 
where there is no existing X-ray plant. A further 
advantage is that if the electric mains of a hospital 
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are damaged by bombs the machine can be taken to 
any neighbouring building where there is an electric 
supply. 

For portable radiography one requires very efficient 
radiographers. I would suggést that two radio- 
graphers from each sector should be sent up for a few 
days’ intensive course in portable X-ray work and 
the emergencies which arise in this type of work. 
After training they would be attached to their own 
sectors, and under convoy conditions would come tem- 
porarily under the radiologist in charge of the mobile 
units. 

The mobile unit should be a separate unit serving 


PUBLIC 


Retirement of Dr. Isabella Cameron 


Dr. Cameron, who retired last week, came into the 
service of the Local Government Board under Sir 
Arthur Newsholme during the last war, and in 1919 
was appointed a medical officer of the newly created 
Ministry of Health. During the whole of her official 
life she was concerned with questions of maternity and 
child welfare, with the building up of the organisation 
for the eare and protection of infancy, and with the 
reduction of maternal mortality, taking part in various 
inquiries into special aspects of these problems. Until 
she became a senior medical officer of the Ministry 
most of her work was done in the north-west of Eng- 
land, where she was a well-known and popular figure. 
Her devotion to duty, her kindliness and her 
willingness at all times to listen to other people’s 
difficulties were greatly appreciated by her professional 
colleagues. 


Points from Annual Reports 


Dr. Constant Ponder’s report for Kent was not 
published until after the declaration of war, though 
apart from the preface it must have been written in 
peace-time. In Kent, as in most parts of Britain, 
1938 was a healthy year undisturbed by any unusual 
occurrence and afforded opportunity for the prepara- 
tion of an extensive scheme of development, including 
a large sanatorium for tuberculosis and the inaugura- 
tion of a scheme for the treatment of cancer. These 
plans for development must lie dormant during the 
war. Dr. Ponder is of opinion that the diagnosis and 
treatment of tuberculosis must rank of equal import- 
ance with the diagnosis and treatment of cancer. 
The death-rate from cancer in Kent in 1938 was 1-71 
and accounted for 16 per cent. of the total mortality, 
while that of tuberculosis was 0-583 and accounted 
for 5 per cent. of the total, the former rate being the 
highest and the latter the lowest ever recorded in the 
county. Several districts show very high cancer 
death-rates, notably Tunbridge Wells with 3-07 out 
of a total mortality of 16:1. These figures suggest 
that in Kent cancer is a far more serious problem than 
tuberculosis ; but critical analysis of the comparable 
death-rates justifies Dr. Ponder’s opinion, for though 
life is terminated three times as often by cancer as by 
tuberculosis the actual loss of potential life-years is 
greater from the latterdisease. The general death-rate 
of the county was 10-8; that of the urban districts 
10-6 and that of rural districts 11-6. Prior to 1933, 
the nadir of the birth-rate, the rural death-rate was 
always below the urban death-rate, but in 1933 they 
were equal (11-7) and since then the urban rate has 
fallen and the rural rate has not, so the relation has 
been reversed. The increase of the county birth-rate 
from 14-1 in 1933 to 15-0 in 1938 was due entirely to 


increase in the urban rate. In 1938 the excess of 
births over deaths was 5791, but the population 
increase was 19,000; so Kent is still growing by 


immigration, chiefly 


into the metropolitan area of 
the county. 
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all sectors, and the radiologist in charge would have 


authority to move the machines to wherever the 
pressure of work was greatest. He would be 


responsible for the training of personnel and for the 
arrangement of transport. There are now available 
in London thirty-two such portable machines, and a 
few rotary converters for use in hospitals which are 
supplied with direct and not alternating current. 

I feel sure that the scheme I have outlined would 
solve our present difficulty of lack of apparatus, and 
at the same time would effect a great economy. 

I am, Sir, yours faithfully, 
London, W.1. H. Granam Hopeson. 


HEALTH 


Dr. Christopher Rolleston is county medical officer 
of Rutland, the smallest of the English geographical 
counties, and also of the Soke of Peterborough, which 
was carved out of Northamptonshire and created an 
administrative county in 1888, apparently for senti- 
mental reasons. The acreage of Rutland is 97,273 
and its population in mid-1938 was 17,860. Soke of 
Peterborough is rather more than half the size 
(53,494 acres) but has over three times the population 
(55,660). The population of Rutland increased in 
1938 by 250, of which 63 could be accounted to excess 
of births over deaths. Dr. Rolleston says everything 
points to an increase in the population of Rutland. 
Agriculture must increase in prosperity and ‘“‘ the 
flight from the towns has already begun.’’ But the 
increase is, in one rural district, connected with the 
building of an aerodrome and that in another to ‘‘ the 
successful enterprise of the cement works.’’ In Soke 
of Peterborough the increase of population was 520, 
but the city of Peterborough increased by 620 and the 
rural district which surrounds it by 70, while the truly 
rural area of Barnack lost 170. The increase in the 
Soke is accounted for ‘‘ by the continued prosperity 
of engineering.’’ We cannot therefore substantiate 
Dr. Rolleston’s belief in the flight from the town. 
The birth-rate of Rutland was 14-1 and that of the 
Soke 15-2. The illegitimacy-rate is just over 5 per 
cent. in both counties and the stillbirth-rate 38-1 in 
Rutland and 37-2 in the Soke. Of the live births 
there was one more male than female in Rutland and 
four more female than male in the Soke ; but of the 
13 stillbirths in the two counties 26 were males, so 
the sex proportion of all births was about normal, 


Infectious Disease in England and Wales 
DURING THE WEEK ENDED MAY 25, 1940 


Notifications.—The following cases of infectious 
disease were notified during the week: smallpox, 0; 
scarlet fever, 917 ; whooping-cough, 575 ; diphtheria, 
673 ; enteric fever, 50; measles (excluding rubella), 
7628; pneumonia (primary or influenzal), 694; 
puerperal pyrexia, 152; cerebrospinal fever, 275 ; 
poliomyelitis, 6; polio-encephalitis, 1; encephalitis 
lethargica, 2 ; dysentery, 40 ; ophthalmia neonatorum, 
114. No case of cholera, plague or typhus fever was 
notified during the week. 

The number of civilian and service sick in the Infectious 
Hospitals of the London County Council on May 24 was 705, 
made up of: scarlet fever, 129; diphtheria, 122; measles, 15; 
whooping-cough, 29 ; enteritis,62 ; chicken-pox, 33 ; erysipelas, 
30; mumps, 9; poliomyelitis, 1; dysentery, 4; cerebrospinal 
fever, 70; puerperal sepsis, 26; enteric fevers, 5; german 
measles, 30; other diseases (non-infectious), 49; not yet 
diagnosed, 91. 

Deaths.—In 126 great towns, including London, 
there was no death from smallpox or scarlet fever, 
1 (0) from enteric fever, 3 (0) from whooping-cough, 
3 (0) from measles, 15 (1) from diphtheria, 41 (11) 
from diarrhoea and enteritis under 2 years, and 18 (2) 
from influenza. The figures in parentheses are those 
for London itself. 





__ Liverpool reported the fatal case of enteric fever. There were 
7 deaths from diarrhcea at Birmingham and 3 each at Tottenham 
and Willesden. 
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MEDICAL NEWS 


University of Oxford 
The Osler memorial medal for 1940 has been awarded 
to Sir Farquhar Buzzard. 


On June 1 the following degrees were conferred : 
D.M.—R. C. MacKeith, J. W. A. Turner, C. F. Hamilton- 
Turner, and *F. E. Buckland. 
* In absentia. 


University of Cambridge 
On June 7 the degree of M.B. was conferred on.E. T. W. 
Starkie. 


Mr. Harold Chapple has been appointed an examiner in 
midwifery in part I of the final M.B. examination to be 
held in June in place of Mr. H. G. Taylor who is unable 
to act. 


University of London 
At recent examinations the following were successful : 
THIRD EXAMINATION FOR M.B., B.S. 

Nathaniel Hochman (g), St. George’s; F. E. Joules (a, g), 
Middlesex ; A. A. G. Lewis (d), Middlesex; Frank Riley (d), 
St. Thos. ; I. G. Fergusson (f), Westminster ; Joseph Marks (c), 
St. Mary’s; Alec Sakula (d), Middlesex ; ot B. A. D. Stocker 
(g), Westminster (all with honours) ; Angell, Middlesex ; 

- D. F. Armstrong, St. Mary’ 8; ¥. in, “Bowers, Middlesex ; 
Brian Brownscombe, Univ. Coli. ; R. F. Butterworth, St. Bart’s ; 
M. M. A. Cader, King’s Coll. a Carpenter, St. Bart’s ; 
H. A. C. Chalmers, Westenineter ; C. K. Coje, Guy’s; C. M. 
Craig, St. Bart’s; J. D. Cronin, St. Bart’s; H. D. Davies, 
Univ. Coll., Cardiff; J. R. Dow, Univ. Coll.; Beryl M. Gee, 
King’s Coll.; Aitolia Georgiadis, Univ. Coll.; Irving Gilbert, 
London ; G. N. L. Godber, Guy’s ; L. C. L. Gonet, St. George’s ; 
J. W. Goronwy, St. Mary’s; J. H. Gould, St. Bart’s; John 
Greene, St. Mary’s; J.J. Hamilton, St. Thos.; J. A. Harpman; 
St. George’s; Denise O. Henry, Roy. Free; Joseph Henry, 
Leeds ; J. A. G. Horton, St. Bart’s; D. B. Irwin, Westminster ; 
I. G. Isaac, 7 estminster; P. V. Isaac, London ; Joseph Jac obs, 
St. Bart’s; J. A. James, Univ. Coll.; D. R. M. Jones, Anson 5 
M. H. Kinmonth, St. Thos. ; Christine ero Birm.; W. C. 
Lawrence, Guy’s; F. H. Lee, Guy’s; J.S. Lillicrap, St. Bart’ oA 
Eluned M. Lloyd-Davies, Roy. Free: H. L. Maclure, St. Thos. ; 
R. R. McSwiney, St. Thos.; F. W. Marshall, King’s Coll. ; 

W. Martin, St. Thos,; R. P. M. Miles, St. Mary’s; I. H. 

Miller, Middlesex ; John Newsome, Middlesex; M. D. M. 
O’Callaghan, St. Bart’s; Albert Peacock, London; E. U. H. 
Pentreath, St. Bart’s; 8S. D. Perchard, Univ. Coll.; Hyman 
Pomerantz, Charing Cross ; Jakob Rabinowitsch, Univ. Coll. ; 

- Rees, St. Bart’s; Hilda M. Robertshaw, Roy. Free ; 

J. “D. Rochford, St. Bart’s; L. B. Scott, St. Thos.; I. M. G 
Stewart, Guy’s; J. W. Thompson, St. Bart’s ; P. H. Thompson, 
Middlesex ; W. G. Tillmann, Guy’s; J. I. Timothy, Westmin- 
ster; Abraham Tober, Univ. Coll.; H. D. Venning, Guy’s; 
A. J. Walker, St. Bart’s; R. F. Welch, Westminster; L. J. 
Wolfson, Guy’s; Fanny D. Wride, Roy. Free; T. A. H. 
Adkins, Guy’s; J. J. L. Ablett, King’s Coll.; Harold Auger, 
London ; A. F. Baldwyn, St. Bart’s.; Margaret Bennett, Roy. 
Free; A. C. Bingold, London; Monica M. Bird, Roy. Free ; 
Frances D. Bosanquet, Roy. Free ; Barbara J. H. Broadwood, 
Roy. Free; P. M. Burton, St. Mary’s; Jean R. C. Burton- 
Brown, Roy. Free; Isabella S. Chalmers, Roy. Free; Joan M. 
Cheale, Roy. Free; I. R. Davies, St. Bart’s; S. D. Elek, St. 
George’s; Enid J. Fair, Roy. tg ; D. A. Ferguson, Univ. 
Col, H. J. Friend, St. Mary’s ; A. D. M. eee nfield, St. Mary’s ; 

’. W. Griffiths, Univ. Coll. Cardiff; J. T. Harold, St. Bart's ; 
5 C. Houston, Guy’s; J. R. Hudson, Middlesex ; W. H. W. 
Jayne, Westminster ; a Jones, Roy. Free ; R. V. Jones, 
Univ. Coll., Cardiff ; P. Kempsey, Univ. Coll. yy Be 
pe St. Bart’s. ; Frank Luckett, King’s Coll. ‘c, D. L. 
Lycett, Mary’s; D. . Macdonald, King’s ¢ ‘oll. ; Jean D. 
Me Kendric k, King’s Coli. L. A. H. MeShine, St. Bart’s; 
R. M. Mayon-White, St. Thos. - J. V¥. Mite heli, Middlesex ; 
Robert Moore, Guy’s; B. L. Morgan, Middlesex ; Margaret E. 
Morgans, Univ. Coll.; Sheila M. Newstead, King’s Coll.; 
Doreen Nightingale, Univ. S. J. W. Paulley, Middlesex ; 
J. D. Randall, Univ. Coll.; P. I ” Rawlence, St. Thos. . - 
Renyard, King’s Coll.; A. G. Riddell, Univ. Coll.; M. = 
Rotman, Charing Cross; R. W. Rowan, Charing Cross; H. 
Rowley, Guy’s; A. F. —-* Guy’s; Erich Se chiesiger 
en came L. G. Scott, Guy’s ; F,. Smart, Guy’s; B. E. C. 
Stanley, St. Mary’s; Arthur Webb- Jones, St. Thos. ’ May D. 
Ww esterinan, Roy. Free; Elizabeth Whatley, Sa: Free ; 
D. A. J. W dassbon, St. Bart’s and Hugh W ormald, Guy’s. 

(a) Distinguished in pathology. (c) Distinguished in hygiene 
and forensic medicine. (d) Distinguished in medicine. 
(f) Distinguished in surgery. (g) Distinguished in obstetrics 
and gynecology. 


Ophthalmological Congress 


A Pan-American congress of ophthalmology will be held 
in Cleveland, Ohio, on Oct 11 and 12 under the asupices 
of the American Academy of Ophthalmology and Otolaryn- 
gology. Thé executive secretary is Dr. William P. 
Wherry, 1500, Medical Arts Building, Omaha, Nebraska. 





Oxford Graduates Medical Club 


The annual dinner of this society, which was to have 
been held on June 28, has been cancelled. 


Faculty of Radiologists 


At the annual genera! meeting of the faculty on May 31, 
with Dr. 8S. Cochrane Shanks, the president, in the chair, 
the following were admitted to the honorary fellowship : 
Sir Robert Hutchison, * Mr. E. Rock Carling, * Lord 
Dawson, * Sir Walter Langdon-Brown, * Sir Humphry 
Rolleston, and * Sir Cuthbert Wallace. The following 
were admitted to the fellowship : 

Chance, W. M. Levitt, A. G. C. Taylor, B. W. Windeyer, 
Constance A. P. Wood, 1 E. a hy *J. L. Dobbie, 
*J. A. Fleming, *T. A. Green, *M. M. R. Hall, *E. L. Gwen 
Hilton, SR. G. Hutchison, ss. Nowell 7 R. Nuttall, *W. R. Scott 
and *A. Turnbull. 

* In absentia. 

It is hoped to hold the next examination for the F.F.R. 

as usual in December, 1940. 


British Pharmaceutical Conference 


At the seventy-sixth annual meeting of this conference, 
held on June 12, Mr. H. Humphreys Jones, the chairman, 
gave an address on Pharmacists and Food. It was, he 
thought, curious that pharmacists did not take up the clue 
given by the pioneer work of Pereira on the science of 
dietetics just a hundred years back. Less than a decade 
ago the chemistry of food was first introduced into the 
curriculum of study of students of pharmacy which now 
contains “ the physiology of the alimentary tract, includ- 
ing a knowledge of the control of salivary, gastric, pan- 
creatic and biliary secretion, and of the movements of 
the alimentary tract ; the chemistry of the common food 
substances and the properties of the digestive juices and 
bile.” This addition to the over-loaded syllabus was made, 
he assumed, because it was recognised that the pharmacist 
must keep pace with medical progress. It was important, 
too, that the pharmacist should be equipped for serviee in 
conditions arising out of the general awakening regarding 
food values. In pharmacy, Mr. Jones went on, the central 
aim had been to provide drugs to cure diseases rather than 
to prevent them, but since it has been recognised that 
some diseases were due to deficiencies of certain food con- 
stituents a broader outlook was revealed and the aim 
should now be to prevent disease and raise the general 
standard of health at all periods in life. There ought, 
he urged, to be an avenue available through which the 
pharmacist’s knowledge of nutrition should be available 
to the community. 


Births, Marriages and Deaths 


BIRTHS 


CONCANNON.—On June 5, ~ Fulmer Chase, the wife of Major 
J. N. Concannon, R.A.M.C.—a daughter. 

CosGROVE.—On May 26, the ‘wife of Dr. P. C. Cosgrove, Colonial 
Medical Service, Gold Coast—twin daughters. 

RYAN.—On June 6, at Fulmer Chase, the wife of Captain 
Charles Ryan; R.A.M.C.—a son. 


MARRIAGES 


Dixon—RvssELL.—On June 4, at Woodhall Spa, Francis 
Wilfrid Dixon, F.R.C.S., Flight-Lieutenant R.A.F., of 
New Norfolk, Tasmania, to Pamela Russell. : 

NEWMAN—FLETCHER.—On June 8, Ronald Eric Newman, 
M.R.C.S., Lieutenant R.A.M.C., of Southall, to Nancy 
Fletcher. 


DEATHS 
fsonarn.—On June y 7 homas George Doughty Benes, i. D., 
M.S. Lond., F.R.C.S.E., of St. John’s Wood Park, N.V 


BurNiz.—On June 6 ‘William Gilchrist Burnie, M.R. C. s., 
formerly of Heaton, Bradford, in his 84th year. re 

Currs.—On June 6, George Lambert Cutts, M.R.C.S,, D.P.M., 
L.D.S., Surgeon Lieutenant, R.N.V.R., aged 49. : 

GoopFELLow.—In May, in_ France, Peter 7s ee Good- 
fellow, M.B.Camb., D.M.R.E., Major R.A.M 

Witson.—On June 5, at —_— h, South iin, Norman 
Octavius Wilson, F.R.C. 
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THE LANCET} NOTES, 


— - ] A 
iNotes, Comments and £ bstract 


ITALY AND THE DRUG 


ITALY is an important source of 
drugs but, with the possible 
which is obtained from a tree 
of them are produced 


SUPPLY 


many vegetable 
exception of manna, 
cultivated in Sicily, all 
elsewhere. The increased 


difficulties in the transport of drugs produced in other 


countries may be more serious. Fortunately British 
importers had taken the precaution of bringing in 
supplies of most of the items of materia medica which 
are likely to be affected, and so far as can be judged, 
existing stocks will meet our needs for a considerable 
time. There is one exception; stocks of Sicilian 
squill in London warehouses are subnormal and as 
shipments from the other sources of squillare in doubt 
it would be advisable to use this drug sparingly. 
Orris root is already very scarce and may be un- 
obtainable in a short time; but this is of more 
interest to makers of cosmetic preparations than to 
medicine. Lemon and orange oils are imported in 
great quantities from Italy but there are other sources 
of abundant supplies. Imports of olive oil from 
Italy will and will be almost negligible from 
other Mediterranean countries, but the new adden- 
dum to the B.P. will authorise the use of other 
vegetable oils to take its place. 


cease 


NO SHORTAGE OF QUININE 


THE Trade Commissioner for the Netherlands in 
New York has stated that the quinine factory at 
Bandoeng, Java, which is under official control, is 
sufficiently equipped with plant and has enough raw 
material to supply the normal demand of all countries 
for quinine. The German occupation of Holland, 
from whose capital the quinine market was con- 
trolled, need not therefore interfere with the practice 
of prescribing this alkaloid. Stocks in this country 
for the use of civilians are below normal, but they are 
adequate to satisfy ordinary demands for the time 
being. Apart from the alkaloid supplies of cinchona 
bark are available to manufacturers for export from 
Java. Some idea of the output from the Bandoeng 
factory may be obtained from the fact that an order 
recently placed by the United States government for 
800,000 oz. of quinine sulphate, believed to be the 
largest contract of its kind, was executed promptly. 


HEALING FAITHS 


Dr. Ralph Major begins his book “ Faiths That 
Healed’”’ (D. Appleton-Century Co. 16s.) with a some- 
what fanciful reconstruction of a scene at the temple of 
sculapius in Epidaurus in the second century A.D. 
He passes to the vision of St. Bernadette at Lourdes 
and describes the pilgrimages there. He eo s the 
history of the dancing mania of the Middle Ages, the 
rise and decline of the worship of St. Vitus at Saverne, 
and the origin of the tarantella. He tells of the 
Bloody Host and its modern explanation, and then 
passes to the stories of faith-healers, both genuine and 
fraudulent. In his last two chapters he gives an 
inadequate account of witchcraft and witches, though 
exactly what witches have healed by faith, except 
possibly a few warts, it would be difficult to say. 
There is nothing in the book which has involved much 
research, for the facts are all well known, but it has 
been competently compiled. 


MYXOMATOSIS IN RABBITS 


In a well-illustrated monograph’ Prof. Gennaro di 
Macco of Turin and his collaborators present the 
results of a detailed study of this malady, which was 
the first neoplastic disease proved to be of infective 
origin. They confirm the view that the causative 
agent is the virus discovered in 1898 by Sanarelli. 
Sanarelli). Ricerche Speri- 
_ rie Tipografico-Editoriali Riunite. 

ia 16. 


1. Mixomatosi (Virusmalattia di 
mentali. Torino: 
1940, Pp. 256. 
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They show, however, that the appearance and course 
of the disease are influenced by various extrinsic 
and intrinsic factors ; in other words, that the virus 
can reproduce and determine disease only under certain 
favourable conditions. Trauma plays an important 
part in the localisation of the nodules of myxomatous 
tissue for an injured area constitutes a centre of attrac- 
tion for the virus. The authors are content to report 
the results of their researches without trying to 
deduce conclusions applicable to the general problem 
of malignant disease. The whole monograph bears 
the mark of careful and accurate work. 


Medical Diary 


. Week beginning June 17 
ROYAL SOCIETY OF 


MEDICINE, 1, Wimpole Street, W.1. 
THURSDAY 
Dermatology—4 P.M., cases. 5 P.M., clinical meeting. 
ROYAL SOCIETY OF TROPICAL MEDICINE AND 
HYGIENE, 26 Portland Place, W.1. 


THURSDAY—4.30 P.m., Dr. J. Bryant: Field Experiences with 
the Sulphanilamide Group of Drugs in the Southern Sudan. 


CHADWICK LECTURE. 
THURSDAY—4 P.M. (Chelsea Physic Garden, 
8.W.3), Prof. William Brown, F.R.S.: 
relation to the Public. 


MEDICAL SOCIETY FOR THE STUDY OF 
DISEASES 
SATURDAY— 2.30 P.M. (11, 
Colonel E. T. Burke : 
Venereal Diseases. 


FELLOWSHIP OF MEDICINE AND POSTGRADUATE 
MEDICAL ASSOCIATION, 1 W inspole Street, W.1 

London Chest Hospital, Victoria Park, E.2. Werp. and 'Frt., 

6 P.M., M.R.C.P. course in heart and lung diseases..-—West 

End Hospital for Nervous Diseases, Gloucester Gate, 
N.W.1. Mon. to FR1., afternoon course in neurology. 


BRITISH ease MEDICAL SCHOOL, 
Road, W 
tieenamtaiin kt Se A.M., 


Swan Walk, 
Plant Disease in 


VENEREAL 


Chandos Street, W.1), Lieut.- 
Blood Dyscrasias in the Treatment of 


Ducane 


clinico-pathological conference 


(medical). 2P.M., Dr. T. H. Belt: Pathology of Diseases of 
the Breast. 3 pP.M.,  clinico-pathological conference 
(surgical). 

THURSDAY—2 P.M., Dr. Duncan White: radiologi¢al con- 
ference. 

FrRIDAY.—2 pP.M., clinico-pathological conference—gyneco- 
logical. 2.30 p.m., Mr. V. B. Green-Armytage: sterility 
clinic. 

DaILy.—10 a.mM.—4 P.M., medical clinics ; surgical clinics and 
operations; obstetrical and gynecological clinic and 
operations. 1.30—2 P.M., post-mortem demonstration. 


Appointments 


ANDERSON, CHRISTINE, M.B.Glasg., D.P.H., assistant medical 
officer for Carlisle. 

ANDERSON, May D., M.B.Glasg., D.P.H., L.M., temporary 
assistant school medical officer for Stoke on Trent. 

BENHAM, L. R., M.B. Melb., D.P.H., assistant medical officer 
of health (mate rnity and child we elfare) for Halifax. 

Crowk, ELSIE V., M.B. Edin., F.R.C.S.E., lady medical officer, 


Malaya. 

EweEN, J. B., M.D. Aberd., D.P.H., 
medical officer for Middlesex. 

FeHILy, J. P., M.B. N.U.1L., D.P.H., senior officer health at 
Hong-Kong. 

HANSEN, ANNA L., M.B.N.Z., temporary assistant medical officer 
of health for Ply mouth. 

HoppER, REGINALD, M.R.C.S., D.O.M.S., resident surgical 
officer at the Birmingham and Midland Eye Hospital. 
KELLY, T. D., .B. Adelaide, resident surgical officer at the 

Newcastle-on- -Tyne General Hospital. 
LISHMAN, F. J. GARRATT, M.D. Lond., D.P.H., 
county medical officer for Devon. 
Lioyp, W. E., M.D. Lond., F.R.C.P., 
minster Hospital. 
MacauLay, H. M. C., 
health for Middlesex. 


temporary assistant county 


D.L.O., deputy 


physician to the West- 


M.D. Lond., county medical officer of 


PERKINS, A. » M. D.Lond., D.P.H., temporary acting 
deputy eels medic al officer for Middie sex. 
Yates, F. H., M.R.C.S., assistant pathologist at the Royal 
Cancer Hospital (Free), London. 
British Postgraduate Medical School: 
ZeaL, B. MARGARET, M.B. Lond., D.P.M., obstetric house- 


surgeon ; 


Biss, THEODORE, M.R.C.S., house-surgeon ; 

Evans, M. O., M.R.C.S., BABER, MARGARET, M.B. Lond., 
GREENE, J., M.R.C.S.,  SPENCE-SALES, DOROTHY, 
M.B.N.Z., and CRUICKSHANK, DorotHy, M.B. Aberd., 


house-physicians. 














